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ACUTE  INVERSION  OF  THE  UTERUS.* 
By  A.  Lapthorn  Smith,  B.A.,  M.D.,  M.R.C.S.,  Eng., 

Professor  of  Clinical  Gynaecology  in  Bishop's  College,  Gynaecologist  to  the  Montreal  Dispensary 
Surgeon-in-Chief  of  the  Samaritan  Hospital  for  Women;  Surgeon  to  the  Western  Hospital; 
Consulting  Gynaecologist  to  the  Woman's  Hospital;  Montreal,  Canada.  Fellow 
of  the  American  and  British  Gynaecological  Societies. 

Considering  the  rarity  of  this  accident  it  is  not  to  be  wondered  at 
that  during  my  twenty-five  years  of  practice  I  have  only  been  concerned 
with  three  cases.  In  "Playfair's  System  of  Gynaecology,"  it  is  stated 
that  eminent  consultants  of  exceptional  experience  have  never  met  with 
it,  and  that  practitioners  engaged  in  large  midwifery  practice  have 
never  seen  a  case.  It  was  met  with  at  the  Rotunda  Hospital  once  in 
190,000  deliveries,  while  at  the  Vienna  Lying-in  Hospital  250,000  de- 
liveries occurred  without  a  single  instance.  I  think,  therefore,  that 
the  report  of  a  case  will  prove  interesting. 

Taking  them  in  their  chronological  order  the  other  two  cases  which 
I  have  met  with  I  will  mention  first.  About  fifteen  years  ago  I  re- 
ceived the  following  telegram  from  a  friend  in  a  neighboring  town : 
"Come  at  once  for  case  of  inversion  of  uterus."  I  hastily  prepared  to 
leave  by  train  when  just  before  starting  from  my  office  I  received  a 
second  telegram  saying,  "Do  not  come,  patient  dead."  On  looking  up 
the  mortality  I  may  mention  that  it  is  given  at  twenty-five  per  cent,  in 
acute  cases.  I  received  a  letter  from  my  friend  next  day  saying  that 
he  had  been  called  to  attend  this  confinement  some  miles  away  from  his 
home,  and  finding  that  there  were  no  pains  when  he  got  there  but  that 
the  os  was  partly  open  he  gave  an  anaesthetic  and  applied  the  forceps; 
to  his  horror  at  the  same  moment  that  the  child  was  delivered,  and 
before  he  had  time  to  unwind  the  cord,  which  was  twice  around  the 

*Read  before  the  Medical  Society  of  Montreal,  November  10,  1899. 
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child's  neck,  the  latter  was  immediately  followed  by  the  fundus  of  the 
uterus,-  which  had  been  pulled  inside  out  by  the  still  adherent  placenta. 

Amidst  a  frightful  haemorrhage  the  latter  was  separated  from  the 
uterus  which  was  then  replaced  in  the  vagina,  and  slight  efforts  were 
made  to  reinvert  it.  As  these  were  followed  by  profound  collapse  and 
the  woman  appeared  to  be  in  instant  danger  of  death,  he  desisted  from 
his  efforts  and  devoted  his  attention  to  stimulating  her  back  to  life,  with 
the  hope,  that  on  my  arrival,  she  would  be  in  a  condition  to  support  an 
anaesthetic  and  to  have  the  womb  replaced ;  but  she  never  rallied. 

The  second  case,  one  of  chronic  inversion,  the  mortality  of 
which  is  less  than  seven  per  cent.,  I  saw  while  acting  as  assistant  to 
the  late  Professor  Trenholme.  The  condition  had  been  present  for 
several  years  and  the  patient  was  exhausted  with  the  pain  and  haemor- 
rhages, which  with  the  physical  disability  otherwise  rendered  her  life 
unbearable.  From  the  beginning  the  case  looked  like  a  difficult  one,  as 
the  uterus  was  not  much  larger  than  normal  and  was  very  hard.  After 
making  rather  prolonged  efforts  at  pushing  it  up  through  the  vagina 
without  even  indenting  the  fundus,  he  opened  the  abdomen  and  tried 
to  stretch  the  os,  while  his  assistant  endeavored  to  push  the  uterus  up 
through  the  vagina.  As  this  also  was  ineffectual,  he  then  passed  a 
strong  cord  down  through  the  abdominal  incision,  through  the  cervix, 
and  through  the  fundus,  and  then  attached  a  metal  button  to  it  through 
the  vagina.  Great  force  was  expended  for  more  than  a  quarter  of  an 
hour  in  trying  to  pull  the  fundus  through  the  os,  at  the  end  of  which 
time  the  latter  gave  away,  causing  a  tear  up  the  side  of  the  uterus,  and 
then  the  inversion  was  quickly  replaced.  The  tear  was  then  sewed  up 
with  catgut,  but  the  unfortunate  woman  succumbed.  It  must  be  re- 
membered that  this  took  place  in  the  preaseptic  days. 

Fifteen  years  then  elapsed  before  I  saw  the  third  case,  which  forms 
the  subject  of  this  report.  Mrs.  B.,  twenty-seven  years  of  age,  was 
attended  by  a  practitioner  of  experience  in  her  first  confinement.  After 
waiting  a  reasonable  time  he  deemed  it  expedient  to  give  an  anaesthetic 
and  to  apply  the  forceps,  delivery  being  accomplished  without  any 
special  difficulty;  but  on  attempting  to  remove  the  placenta  he  was 
obliged  to  work  for  a  long  time  with  his  hand  nearly  up  to  his  elbow 
before  he  was  able  to  remove  it.  He  did  not  return  as  is  the  custom 
among  a  certain  section  of  our  community  until  he  was  sent  for  on 
the  sixth  day,  when  the  patient,  on  sitting  on  the  chamber,  felt  a  large 
mass  come  out  of  her  body.  She  had  felt  ill,  I  might  say,  ever  since 
her  confinement,  but  being  inexperienced  she  thought  that  this  was  no 
more  than  natural.    Now,  however,  she  fell  into  a  mild  collapse.  Her 
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physician,  on  examining  the  lump,  said  he  did  not  know  what  was  the 
matter,  and  advised  her  to  send  for  a  specialist.  They  accordingly 
called  in  my  friend  and  assistant,  Dr.  Letellier,  who  found  the  patient 
with  a  temperature  of  101  degrees,  a  pulse  of  140,  a  pinched  white  face, 
a  very  distended  abdomen  and  a  horrible  odor  from  the  discharge.  He 
at  once  pushed  the  prolapsed  uterus  back  into  the  vagina  and  gave  her 
an  antiseptic  douche.  Being  in  doubt  himself  as  to  the  exact  nature  of 
the  condition,  he  called  me  in  consultation  that  evening.  Judging 
from  the  patient's  appearance,  I  formed  a  very  unfavorable  opinion  of 
her.  On  examining  her  I  found  the  vagina  filled  with  a  mass,  smooth 
on  one  side  and  rough  on  the  other,  which  felt  like  the  placenta  half  in 
and  half  out  of  the  uterus.  This  rough  place  afterwards  proved  to  be 
the  placental  site.  On  seizinz  the  mass  in  my  hands  and  drawing  it 
down  it  was  easily  brought  out  of  the  body,  but  this  caused  the  woman 
great  pain.  Holding  the  tumor  in  my  left  hand  and  drawing  it  down 
i  was  able  to  pass  the  right  finger  up  until  it  reached  the  top  of  the 
mass,  my  hands,  of  course,  having  been  carefully  sterilized,  when  I 
found  that  the  pear-shaped  body  was  about  eight  inches  in  length  and 
terminated  in  the  vagina  above ;  it  was  evident  that  this  was  the  inverted 
uterus,  and  I  decided  to  at  once  set  to  work  to  replace  it,  at  first  without 
an  anaesthetic,  but  with  one  as  soon  as  it  arrived  after  I  had  been  work- 
ing for  about  five  minutes.  I  began  by  pressing  my  right  index  finger 
firmly  but  gently  into  the  right  cornu.  The  whole  uterus  was  evi- 
dently cedematous  and  would  have  pitted  on  pressure  anywhere.  At 
the  end  of  five  minutes  my  finger  had  sunk  into  it  as  far  as  the  first 
joint,  but  I  was  unable  to  get  any  assistance  from  my  other  hand,  owing 
to  the  tight  distention  of  the  abdomen.  My  second  finger  was  intro- 
duced into  the  depression  made  by  my  first  one  and  fortunately  just 
then  the  anaesthetic  came,  as  the  pressure  began  to  cause  her  some  pain. 
I  was  now  obliged  to  introduce  my  whole  hand,  making  a  cone  of  my 
four  fingers,  and  at  the  end  of  ten  minutes  they  had  all  sunk  about  an 
inch  and  a  half  into  the  depression.  At  the  end  of  fifteen  minutes  I 
felt  my  fingers  entering  the  internal  os,  after  which  I  lost  all  feeling  in 
them.  However  by  constant  pressure  they  pushed  the  fundus  before 
them  and  in  twenty  minutes  I  had  the  great  satisfaction  of  feeling  both 
internal  and  external  os  letting  go  their  spasmodic  contraction  and  my 
whole  hand  glided  into  the  restored  uterus,  my  arm  entering  the  vagina 
exactly  half  way  up  to  my  elbow.  As  I  had  no  other  counter  pressure 
but  the  attachment  of  the  cervix  to  the  vagina  great  care  was  taken  not 
to  exert  enough  pressure  to  tear  the  latter.  Notwithstanding  Dr. 
Letellier's  disinfection  of  the  patient  and  many  subsequent  washings 


4 


A.  Lapthorn  Smith,  M.D. 


of  my  hands  the  horrible  gangrenous  odor  on  the  latter  could  not  be 
gotten  rid  of  for  several  days.  The  change  in  the  patient's  condition 
was  prompt  and  marvelous;  that  night  she  had  her  first  night's  sleep 
since  her  confinement ;  next  day  her  pulse  and  temperature  were  down 
to  normal ;  she  began  to  eat  and  on  the  eleventh  day,  with  the  exception 
of  the  anaemia  she  was  almost  as  well  as  though  she  had  never  run  the 
gauntlet  for  her  life. 

A  few  remarks  now  as  to  the  causation,  diagnosis  and  treatment. 
And  first  let  me  say  that  I  do  not  believe  that  it  is  ever  possible  for  the 
uterus  to  contract  itself  inside  out;  the  accident,  in  my  opinion,  can 
only  occur  through  the  organ  being  pulled  inside  out  from  below  by 
means  of  the  cord  or  a  heavy  polypus,  or  by  being  pushed  inside  out 
from  above  by  the  hand.  Moreover,  I  have  never  thought  it  possible 
for  the  accident  to  happen  in  a  puerperal  case,  if  the  uterus  is  firmly 
contracted.  In  most  of  the  reports  I  have  read  the  patient  had  been 
profoundly  anaesthetized  and  the  uterus  completely  relaxed  when  the 
cord  was  pulled  upon,  either  unintentionally  by  being  wound  around 
the  child's  head,  or  intentionally  while  trying  to  remove  the  placenta. 
It  would  be  well  to  remember  this  whenever  we  interfere  instrumentally, 
and  for  this  reason  we  should  rather  employ  Crede's  method  of  ex- 
pression than  to  make  too  strong  traction  on  the  cord.  In  no  case 
should  we  do  the  latter  when  there  is  absolutely  no  contraction  of  the 
uterus.  The  diagnosis  would  appear  to  be  difficult,  for  some  of  the 
greatest  authorities  have  confessed  that  they  have  removed  the  uterus 
thinking  that  it  was  a  polypus,  and  others  that  they  had  removed  a 
polypus  under  the  impression  that  it  was  the  inverted  uterus.  One  of 
our  members  told  us  on  his  return  from  a  visit  to  England  that  he  had 
seen  the  immortal  Lawson  Tait  take  off  the  inverted  uterus  with  the 
ecraseur,  and  it  was  only  when  he  found  the  ovaries  and  tubes  inside  of 
it  that  he  discovered  that  it  was  the  inverted  uterus.  In  my  case  there 
was  very  little  difficulty,  for  the  fact  that  it  was  attached  above  to  the 
vagina  was  sufficient  to  eliminate  both  placenta  and  polypus.  Moreover 
the  openings  of  the  tubes  could  be  distinctly  seen  and  the  decidua  could 
be  peeled  off  in  strips  which  would  not  have  been  the  case  with  a  tumor. 

Treatment. — Of  course  there  is  no  question  as  to  what  is  to  be  done ; 
the  uterus  is  to  be  reinverted  as  soon  as  possible ;  it  is  so  much  easier 
to  do  this  during  the  first  few  days  after  the  accident  has  happened  than 
it  is  when  the  condition  has  become  chronic  that  we  are  justified, 
even  at  some  risk  to  the  patient's  life,  in  making  a  prompt  effort  to  get 
the  organ  back  to  normal  condition.  Even  in  the  most  unpromising 
cases  it  is  remarkable  how  quickly  the  collapse  is  replaced  by  reaction, 
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when  the  inversion  has  been  remedied.  I  am  in  favor,  however,  of  not 
pushing  our  efforts  at  immediate  reduction  too  far,  as  the  experience 
of  most  writers  goes  to  show  that  there  is  no  danger  of  waiting  a  few 
days  if  the  patient  is  likely  to  be  in  better  condition  at  that  time  to  sup- 
port the  manipulation  of  reduction.  Should  the  placenta  be  torn  off 
at  once,  or  should  it  be  left  on  until  the  excessive  circulation  of  the 
pregnant  uterus  shall  have  been  quieted  down  a  little?  On  analyzing 
a  large  number  of  deaths,  it  will  be  seen  that  a  great  many  of  them  were 
due  to  haemorrhage.  By  waiting  an  hour  or  two  before  tearing  the 
placenta  off  most  of  these  deaths  would  have  been  avoided.  It  would 
be  more  prudent  to  reinvert  the  uterus  with  the  placenta  still  on  it,  after 
which  the  placenta  can  be  removed  by  Crede's  expression  method. 

When  we  come  to  the  treatment  of  chronic  inversion  the  greatest 
variety  of  methods  have  been  advocated.  If  the  case  has  not  been 
existing  too  long,  not  over  six  weeks,  for  instance,  the  method  employed 
in  my  case  would  generally  be  successful,  namely;  to  press  the  right 
index  finger  into  one  cornu  steadily  until  the  cervix  was  reached  and 
gradually  tired  out  until  it  relaxed.  In  my  case  I  feared  for  a  time  that 
my  fingers  would  be  exhausted  before  I  could  succeed  in  getting  it  up. 
I,  therefore,  had  the  husband  of  the  patient  prepare  a  piece  of  wood 
eighteen  inches  long  and  rounded  into  a  small  cone  at  the  end  and  a  little 
larger  than  my  finger  in  thickness,  and  which  I  had  him  sterilize  by 
boiling,  but  fortunately  I  did  not  require  it.  In  a  case  of  long  standing 
like  that  of  the  late  Professor  Trenholmes  I  believe  it  would  be  much 
better  to  amputate  the  uterus  by  the  vagina,  as  it  was  evident  that  noth- 
ing short  of  an  almost  destructive  force  could  get  the  inversion  back 
again.  The  mortality  of  the  amputation  is  given  at  thirty  per  cent.,  al- 
though with  our  modern  aseptic  methods  the  mortality  would  be  much 
less. 

250  Bishop  street,  Montreal,  Canada. 
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AN  IMPROVED  METHOD  OF  TREATING  PROLAPSE  OF 
THE  UTERUS  AND  BLADDER.* 

By  I.  S.  Stone,  M.D.,  Washington,  D.  C. 

Notwithstanding  all  the  improvements  in  operative  technic  made 
by  gynaecologists  in  pelvic  and  plastic  surgery,  we  frequently  note  a 
failure  to  relieve  prolapse  of  the  bladder  by  methods  heretofore  applied. 
In  the  discussion  of  prolapse  of  the  bladder,  we  must  also  consider 
prolapse  of  the  uterus,  because  the  two  conditions  are  generally  asso- 
ciated. We  claim,  however,  that  prolapse  of  the  uterus  is  often  re- 
lieved through  the  agency  of  well-known  surgical  procedures,  but  we 
also  find  it  very  often  difficult,  and  at  times  impossible,  to  cure  a  pro- 
lapse of  the  bladder  or  cystocele,  by  resort  to  the  ordinary  operations 
upon  the  pelvic  floor,  or  anterior  vaginal  wall.  Many  surgeons  de- 
clare that  they  do  not  succeed  in  relieving  these  distressing  conditions 
and  are  inclined  to  avoid  operations  for  cystocele,  and  resort  to  hys- 
terectomy when  they  fail  to  cure  the  procidentia.  A  recent  work  on 
gynaecological  surgery  does  not  advise  anterior  colporrhaphy  for  cys- 
tocele. If  we  carefully  examine  our  patients  two  weeks  or  more  after 
operation  for  cystocele,  by  whatever  method  we  may  have  used,  we 
will  often  be  disappointed  in  the  result.  Instead  of  the  beautiful  line  of 
union  we  desire  to  see,  we  have  evidence  that  the  sutures  have  cut  out, 
and  the  cystocele  is  nearly  or  quite  as  pronounced  as  before.  This  is 
the  case  even  when  in  addition  to  this  the  Emmet  operation  on  the 
posterior  wall  has  been  properly  done.  Then  what  can  we  expect 
when  the  split-flap  operation  of  Tait  has  been  made,  which  gives  but 
little  if  any  support  to  a  cystocele?  These  unfortunate  results  are  only 
too  well  known  to  all,  and  we  must  recognize  the  inutility  of  proposed 
operations  and  also  admit  a  growing  indisposition  to  resort  to  anterior 
colporrhaphy  for  cystocele.  The  writer  has  often  relieved  uterine 
prolapse  and  permanently  cured  the  descent  of  the  uterus  and  rectocele, 
but,  as  admitted  above,  has  not  been  satisfied  with  the  results  of  the 
purse-string  or  Stoltz  operations,  nor,  indeed,  with  any  of  the  opera- 
tions proposed  by  Sims,  Emmet,  or  others  for  cystocele.  Let  any  one 
who  depends  upon  a  perinaeal  or  posterior  colporrhaphy  operation  for 
relief  of  a  cystocele,  examine  his  patients  after  operation  and  he  will  see 

*  Read  by  invitation  before  the  Philadelphia  Obstetrical  Society,  December 
7,  1899 
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that  the  cystocele  is  exactly  as  before.  He  has  made  an  attempt  to  prop 
up  the  bladder,  a  movable  organ,  by  means  of  other  movable  organs 
or  tissues.  No  organ  is  more  movable  than  the  bladder,  and  scarcely 
less  so  is  the  rectum  and  perinaeum.  Take  a  case  of  prolapsed  uterus 
and  bladder  with  cystitis  and  perform  the  usual  operations  for  retain- 
ing the  uterus  and  curing  the  rectocele,  leave  the  cystocele  as  before 
and  the  cystitis  will  not  voluntarily  subside.  But,  if  the  bladder  is 
elevated  properly,  the  cystitis  will  soon  disappear.  My  first  case,  in 
which  I  resorted  to  the  operation  about  to  be  described,  now  more  than 
a  year  since,  had  ammoniacal  cystitis  of  long  standing,  which  worked 
its  own  cure  after  operation,  the  bladder  merely  requiring  a  few  irriga- 
tions of  boric  acid  solution.  I  do  not  deny  that  the  Emmet  or  Sims 
operation  for  cystocele  is  frequently  successful,  for  they  have  generally 
been  satisfactory  in  my  own  hands,  but  there  is  still  a  need  for  some 
simpler  operation,  or  else  one  more  permanent  in  results,  as  failures  in 
the  hands  of  the  average  surgeon  are  far  too  numerous. 

If  one  may  judge  from  the  text-books  of  gynaecology  most  con- 
veniently placed  upon  our  shelves,  much  confusion  exists  with  reference 
to  the  exact  position  and  anatomical  relations  of  the  bladder.  Indeed 
if  one  were  to  rely  upon  descriptions  given  in  works  on  anatomy  and 
surgery,  such  would  be  very  inadequate  to  a  practical  knowledge  requi- 
site for  the  surgeon.  In  this,  as  in  all  other  special  surgery,  a  few 
important  facts  are  to  be  remembered.  One  is  that  the  bladder  is  not 
merely  supported  by  ligaments,  called  "true"  and  "false,"  with  these 
we  have  but  little  to  do.  Also  let  us  remember  that  the  bladder  is  not 
merely  attached  in  front  to  the  retro-pubic  space  and  to  the  uterus 
behind.  It  is  only  quite  recently  that  surgeons  appear  to  have  appre- 
ciated the  ease  with  which  the  bladder  can  be  separated  from  its  uterine, 
vaginal  or  other  attachments.  Mr.  Tait  made  use  of  this  fact,  else 
how  could  he  have  operated  for  vesico-vaginal  fistula  by  the  split-flap 
method  without  the  aid  of  sight?  Marion  Sims  knew  it,  for  evidence 
see  a  plate  in  his  1896  edition  of  "Uterine  Surgery,"  page  29.* 

It  is  a  well-known  fact  that  the  pelvic  peritonaeum  is  widely  sepa- 
rated from  the  bladder  during  pregnancy,  the  cellular  tissue  appearing 
very  elastic  and  distensible.    We  may,  therefore,  quite  readily  under- 

*  In  operating  for  a  cystocele  he  used  a  long  curved  forceps  and  clamped  the 
anterior  vaginal  wall  anrl  cut  away,  as  he  supposed,  the  entire  wall  and  a  large 
section  of  the  prolapsed  bladder.  But  he  soon  recognized  his  mistake,  and  was 
enabled  to  close  the  wound  and  cure  his  patient  without  injury  to  the  bladder. 
He  did  not,  however,  follow  up  this  indication,  and  now  many  surgeons  are  re- 
cognizing the  importance  of  this  fact  and  are  using  it  constantly. 
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stand  that  the  bladder  is  largely  supported  by  pelvic  peritonaeum  from 
above,  that  the  female  bladder  is  wide  transversely,  and  that,  besides 
its  attachments  to  the  uterus,  it  is  also  attached  posteriorly  to  the  front 
of  the  broad  ligaments  and  to  the  pelvic  fascia  on  each  side,  nearly  as 
far  laterally  as  are  the  round  ligaments  where  they  enter  the  internal 
abdominal  ring. 

The  bladder  has  a  thin  layer  of  cellular  tissue  between  its  posterior 
and  inferior  surfaces  and  the  uterus  and  broad  ligaments  and  a  large 
portion  of  the  vagina.  It  is  this  cellular  tissue  which  enables  us  to 
separate  the  bladder  from  its  attachments.  It  is  the  overstretching  of 
this  cellular  tissue,  the  peritoneal  attachments  and  the  fascia  adjoining, 
that  permits  a  bladder  to  descend  with  or  without  a  prolapse  of  the 
uterus,  but,  once  having  descended,  once  having  become  a  genuine  pro- 
lapse, it  will  remain  so,  even  if  we  restore  the  uterus  to  its  normal  level 
in  the  pelvis.  It  is  a  veritable  hernia,  and  was  so  called  by  Sims  and 
later  by  Hart  and  Barbour,*  and  many  others.  The  same  may  be  said 
of  operations  for  relief  of  retroversion  with  descent  of  the  uterus  and 
cystocele.  We  may  shorten  the  ligaments  and  correct  the  displace- 
ment of  the  uterus,  but  the  cystocele  will  remain.  It  is  quite  annoying 
to  see  a  cystocele  remain  after  we  have  suspended  the  uterus  to  the  ab- 
dominal wall,  but  we  all  know  that  lifting  up  the  uterus  in  this  manner 
does  not  always  cure  a  cystocele. 

It  has  long  been  the  writer's  observation  that  failures  in  vaginal 
plastic  work  came  about  in  this  way,  i.  e.,  through  the  agency  of  the 
cystocele.  Restoration  of  the  pelvic  floor  would  not  always  prevent 
the  cystocele  from,  to  some  extent,  undoing  the  repair  of  the  posterior 
vaginal  wall  and  peritonaeum.  Therefore,  if  we  can  devise  some  method 
of  lifting  and  permanently  sustaining  the  anterior  vaginal  wall  with  its 
superimposed  bladder  and  other  viscera,  it  would  seem  that  we  have 
found  an  additional  means  of  support  for  a  prolapsed  bladder,  and  that 
we  have  to  this  extent  still  further  overcome  one  of  the  most  annoying 
accidents  due  to  parturition. f  Anterior  colporrhaphy  as  ordinarily  per- 
formed, using  merely  a  denudation,  is  not  in  our  opinion  a  uniformly 
successful  and  permanent  operation  for  the  relief  of  prolapse  of  the 
bladder.  Nor  do  we  think  the  vaginal  wall  overstretched  laterally  in 
every  case,  as  it  is  undoubtedly  as  much  elongated  antero-posteriorly 
as  otherwise,  thus  indicating  some  method  of  shortening  the  anterior 
wall  and  not  merely  being  satisfied  with  "narrowing"  the  canal. 

*  Hart  and  Barbour,  Edition  1889,  page  579. 

f  We  have  seen  two  cases  of  prolapse  of  the  bladder  in  nulliparae. 
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METHOD. 

The  crescentic  incision  is  made  over  the  cervix  as  in  beginning 
vaginal  hysterectomy.  The  bladder  is  pretty  widely  separated  from 
the  uterus  and  broad  ligaments,  and  the  edge  of  the  incised  vagina 
sutured  to  the  anterior  surface  of  the  uterus  as  high  as  the  insertion 
of  the  round  ligaments,  if  possible.  The  raw  surface  of  the  uterus  is 
now  covered  as  well  as  can  be  by  drawing  the  lateral  edges  of  the  in- 
cision over  it.  With  a  little  additional  dissection  these  flaps  can  be 
united  by  interrupted  sutures.  If  a  small  piece  of  the  anterior  lip  of  the 
uterus  is  also  removed,  the  closure  of  the  flaps  will  be  greatly  facilitated. 
It  will  be  seen  that  all  or  nearly  all  of  the  "slack"  of  the 
vaginal  surface,  called  the  cystocele,  can  be  thus  taken  up.  The  next 
step  is  to  open  the  abdomen  and  suture  the  bladder  or  its  uterine  re- 
flexure  to  the  anterior  surface  of  the  uterus  near  the  fundus,  first 
taking  the  precaution  to  scarify  it  before  suturing.  The  fundus  in  my 
first  case,  occurring  in  an  old  woman,  was  secured  by  fixation  to  the 
rectus  muscle  by  direct  coaptation.  In  the  second  case,  occurring  in 
a  younger  woman  who  might  become  pregnant,  the  fundus  was  sutured 
to  the  peritonaeum,  as  formerly  done  by  Dr.  Kelly.  The  usual  moder- 
ately large  cystocele  may  be  easily  relieved  by  the  vaginal  operation 
alone,  without  opening  the  abdomen  above  the  pubis.  If  the  uterus 
is  not  much  prolapsed,  or  is  not  retroverted,  this  should  prove  a  valua- 
ble method,  and  one  necessitating  very  little  traumatism.* 

It  may  occur  to  some  that  the  ureters  may  be  displaced  or  bent  at  an 
acute  angle  by  this  operation,  but  this  will  be  avoided,  as  the  uterus 
is  also  lifted  higher  in  the  pelvis.  It  may  be  seen  that  all  suturing  of 
the  bladder  or  its  reflexure  may  be  avoided,  and  reliance  may  be 
placed  upon  the  attachment  of  the  incised  vagina  or  to  the  uterus  or 
broad  ligaments,  as  recently  suggested  by  Watkins,  of  Chicago.  This 
method  of  dealing  with  the  bladder  prolapse  in  some  respects  is  much 
like  Mackenrodt's  or  Diihrsen's,  vagino-fixation  of  the  uterus  for  retro- 
version. But  the  writer  uses  it  for  different  purposes,  it  being  intended 
chiefly  for  bad  cases  of  prolapse  of  both  uterus  and  bladder. 

It  will  be  found  after  some  experience  with  operations  involving 
separation  of  the  bladder  from  the  uterus  and  vagina,  as  in  operations 
for  vesical  fistula,  and  as  suggested  by  Werder  in  abdomino-vaginal 
pan-hysterectomy,  that  we  can  in  nearly  all  cases  effect  a  separation 

*  If  authors  are  correct  in  their  belief  that  retroversion  of  the  uterus  causes 
"  irritable  bladder"  by  "traction,"  we  suggest  that  this  method  of  separating  the 
bladder  be  tried  along  with  some  method  of  shortening  the  round  ligaments. 
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of  the  bladder  from  at  least  a  portion  of  the  anterior  vaginal  wall  near 
the  uterus.  So,  those  who  have  tried  this  separation  of  the  bladder 
from  its  attachments  in  other  operations,  will  find  it  possible,  after 
separating  the  bladder  from  the  uterus  as  in  vaginal  hysterectomy,  to 
deflect  the  incised  vagina  and  gently  separate  it  from  the  bladder  and 
either  suture  this  free  end  high,  on  the  anterior  surface  of  the  uterus, 
or  if  there  be  sufficient  length  of  flap  it  may  be  excised  and  the  short- 
ened anterior  vaginal  wall  sutured  to  the  line  of  incision  first  made, 
directly  over  the  cervix.  The  immediate  result  is  almost  ideal,  and 
there  is  only  a  transverse  line  of  interrupted  sutures  seen  over  the 
cervix. 

It  will  be  seen  that  even  one  inch  of  shortening  of  the  anterior  wall 
means  a  great  lessening  of  the  size  of  the  cystocele,  and  then,  if  one  is 
so  disposed,  the  usual  colporrhaphy  can  be  added.  It  must  be  borne 
in  mind,  however,  that  the  excision  of  a  portion  of  the  anterior  vaginal 
wall  alone,  as  described  above,  is  not  suggested  if  there  be  actual  pro- 
lapse of  the  uterus ;  for  such  cases  we  would  recommend  suspension 
or  fixation  of  the  uterus  in  addition  to  the  operation  upon  the  vagina 
and  bladder. 

In  certain  cases  of  bladder  prolapse  the  organ  seems  to  have  not 
only  descended  with  the  uterus,  but  often  has  become  separated  par- 
tially or  entirely  from  its  uterine  and  other  pelvic  attachments.  In 
such  cases  there  is  no  better  method  of  treatment  than  this,  and  in  fact 
no  other  to  be  recommended.  There  is  no  good  reason  now  existing 
why  a  prolapsed  bladder,  even  if  it  be  entirely  separated  from  the 
uterus,  and  extruded  from  the  pelvis  through  the  vagina,  should  not 
be  returned  and  secured  in  its  proper  place,  in  relation  to  the 
uterus  and  other  pelvic  organs.  In  making  these  suggestions  we  have 
in  mind  the  importance  of  leaving  the  vagina  of  nearly  normal  size, 
for  we  often  are  inclined  to  make  the  vaginal  outlet  too  small,  when 
we  feel  sure  that  upon  this  depends  the  success  of  the  operation.  Good 
surgery  will  overcome  a  prolapse  of  the  uterus  and  bladder  without 
necessarily  leaving  an  incompetent  vagina. 

The  writer  has  found  but  little  evidence  in  medical  literature  that 
this  suggestion  of  separation  of  the  bladder  from  its  attachments  has 
been  widely  used  in  surgery,  although  many,  and  perhaps  all  surgeons 
realize  how  easy  it  is  while  making  a  section  of  the  bladder  through  the 
vagina  or  elsewhere,  to  pass  an  instrument  into  the  cellular  tissue  in- 
stead of  entering  the  bladder.  We  do,  however,  note  that  Dr.  B.  E. 
Hadra  of  Texas,*  has  written  an  interesting  paper  in  which  he  speaks 

*  American  Journal  Obstetrics,  1889,  Vol.  XXII.,  p.  470. 
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of  the  separation  of  the  bladder  from  the  uterus  in  prolapse,  and  men- 
tions the  possibility  of  suturing  the  vagina  to  the  uterus  to  reestablish 
the  former  connection.  He  alludes  to  the  possibility  of  puncture  of 
the  peritonaeum,  and  the  danger  which  might  result  therefrom,  showing 
that  his  intention  was  to  entirely  avoid  opening  the  peritonasal  cavity. 
We  have  also  to  note  a  clever  suggestion  made  by  Dr.  H.  T.  Byford,  of 
Chicago;*  he  suspended  the  bladder  and  uterus  by  means  of  sutures 
passed  through  incisions  in  the  region  of  the  inguinal  canal.  He  called 
it  "Inguinal  suspension."  But  the  most  recent  mention  is  by  Dr.  Wat- 
kins  of  Chicago.f  who  has  suspended  the  bladder  by  means  of  the  in- 
cised vagina  to  the  broad  ligaments  on  either  side  of  the  uterus,  after 
separation  of  the  bladder  from  the  anterior  surface  of  the  uterus. 

Dr.  Watkins  has  preceded  me  in  the  publication  of  his  work,  and 
it  is  evident  that  we  arrived  at  similar  conclusions  as  to  the  necessity 
for  a  change  in  operative  technic  about  the  same  time,  and  although  our 
methods  differ  in  many  respects,  both  seek  to  elevate  the  bladder  and 
to  secure  it  in  a  new  position. 

In  conclusion,  we  must  again  refer  to  the  admirable  operation  of 
Sims,  where  he  attempted  to  cut  away  the  large  cystocele,  but  only  cut 
the  vagina,  which  was  easily  separated  from  the  bladder  by  the  curved 
forceps  he  used.  But  we  do  not  know  how  much  previous  separation 
was  made,  and  are  inclined  to  think  the  lesson  one  of  great  importance 
and  to  be  remembered  by  all  who  attempt  the  classical  anterior  colpor- 
lhaphy,  namely,  to  never  rely  upon  denudation  alone,  but  to  cut  deeply 
and  separate  the  bladder,  and  after  excising  a  sufficiently  large  portion 
of  the  vagina,  to  bring  the  edges  together  with  firm  contact  by  means  of 
sutures,  which  pass  entirely  through  the  vaginal  wall.  In 
addition  to  this  we  offer  the  method  proposed  in  this  paper,  namely,  to 
lift  up  the  bladder  and  secure  it  in  a  new  and  more  elevated  position, 
supporting  it  below  by  either  a  shortened  vaginal  wall,  or  by  elevating 
its  point  of  attachment  to  the  uterus.  We  also  advise  and  practise  re- 
insertion or  transplantation  of  the  utero-vesical  reflexure  to  a  point 
higher  on  the  anterior  surface  of  the  uterus,  which  point  must  be 
determined  at  the  time  of  operation  according  to  the  size  of  the  bladder 
and  the  extent  of  the  prolapse  of  the  uterus,  etc. 

Prolapse  of  the  uterus,  we  suggest,  is  always  to  be  relieved  either 
by  operations  upon  the  vagina  or  else  by  fixation  to  the  abdominal  wall. 
Hysterectomy  for  prolapse  is,  in  our  opinion,  absolutely  unnecessary. 
Our  method  of  utero-abdominal  fixation  involves  direct  contact  of  the 

*  American  Journal  Obstetrics,  i8go,  Vol.  XXXIII. 

f  American  Gyncecological  and  Obstetrical  Journal,  November,  i8gq. 
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uterus  with  the  rectus  muscles.  A  cuff  of  peritonaeum  is  sutured 
around  the  fundus  before  the  deep  sutures  are  tied.  This  is  only  to 
be  used  in  women  who  can  never  again  become  pregnant.  In  my  sec- 
ond case,*  before  mentioned,  the  usual  suspension  operation  was  per- 
formed because  the  woman  was  only  thirty-three  years  of  age,  and 
might  become  pregnant.  Finally,  we  perform  posterior  colporrhaphy, 
and  restore  the  so-called  perinseum.  The  steps  cf  the  operation  are  as 
follows : 

First.    Incise  vagina  over  cervix. 

Second.    Separation  of  bladder  from  uterus  and  adjoining  tissues. 

Third.  Suture  of  vagina  to  higher  point  on  anterior  surface  of 
uterus.    Closure  of  space  made  by  separation. 

Fourth.  Opening  the  abdomen  and  further  separation  of  bladder, 
and  suture  of  reflexure  to  scarified  surface  of  uterus  near  the  fundus. 
Utero-fixation  or  suspension. 

Fifth.    Closure  of  abdomen. 

Sixth.    Posterior  colporrhaphy  and  perineorrhaphy. 

*  Second  case,  operated,  October  28,  1899.  Two  operations  recently;  mak- 
ing four  in  all. 
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THE  TREATMENT  OF  COMPLETE  PROLAPSE  OF  UTERUS 

AND  VAGINA  * 

By  Dr.  X.  O.  Werder,  Pittsburg,  Pa. 

In  response  to  the  kind  invitation  of  your  distinguished  president 
to  read  a  paper  before  you  to-night — an  honor  for  which  I  wish  to 
express  my  highest  appreciation — I  have  chosen  for  my  theme  "The 
Treatment  of  Complete  Prolapse  of  Uterus  and  Vagina,"  not  that  I 
have  any  new  ideas  or  new  methods  of  treatment  to  present,  but  for 
the  reason  that  it  seems  one  well  adapted  for  a  thorough  discussion 
in  a  society  of  such  standing  and  reputation.  The  subject  is  one  of 
great  importance  to  us  all,  and  is  not  so  completely  exhausted  but  that 
the  views  of  so  many  experienced  and  eminent  men  as  I  see  here  to- 
night will  be  both  interesting  and  instructive.  I  wish  to  confine  my 
remarks  to  that  extreme  form  of  uterine  prolapse  usually  termed 
"complete  prolapse  of  uterus  and  vagina,"  because  of  all  uterine  mal- 
positions it  is  not  only  the  most  distressing  and  intractable,  but  it  re- 
quires for  its  successful  treatment  the  highest  surgical  skill  of  the 
gynaecologist.  That  it  is  only  amenable  to  surgical  treatment  is 
scarcely  necessary  to  mention  here;  mechanical  supports  and  appli- 
ances, while  indispensable  in  women  who  either  on  account  of  advanced 
age  or  serious  visceral  complications  cannot  submit  to  operation  with- 
out considerable  risk,  are  mere  makeshifts,  at  best  extremely  unsatis- 
factory and  not  infrequently  responsible  for  annoying  and  even  serious 
injuries.  Old  age  itself  need  not  be  a  barrier  to  operative  treatment, 
provided  the  vital  organs  are  still  in  a  healthy  condition,  as  I  have 
been  able  to  demonstrate  in  several  cases  considerably  over  sixty  (60) 
years  of  age. 

Until  very  recent  years  we  relied  in  the  surgical  treatment  of  this 
condition  entirely  upon  plastic  operations  on  the  vagina  and  uterus  with 
the  view  of  reconstructing  the  relaxed  and  inverted  vagina  and  reduc- 
ing the  size  and  weight  of  the  heavy  hyperplastic  uterus  by  the  ampu- 
tation of  the  enlarged,  elongated  cervix,  but  the  results  in  these  aggra- 
vated forms  of  prolapse  even  in  the  hands  of  our  masters  of  plastic 
surgery  were  not  always  entirely  satisfactory.  The  retroverted  uterus 
not  infrequently  gradually  descends  down  into  the  pelvis,  dilates  the 
newly  formed  vaginal  canal ;  the  bladder  is  no  longer  firmly  supported 

*  Read  before  the  Philadelphia  Obstetrical  Society,  December  7,  189^ 
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and  we  have  a  return  of  the  former  prolapse.  Even  the  partial  closure 
of  the  vagina  by  means  of  Lefort's  or  Neugebauer's  operation  not 
rarely  gives  equally  disappointing  results.  The  correction  of  the  retro- 
version-flexion  os  generally  accompanying  uterine  procidentia  by 
means  of  some  operation  keeping  the  uterus  in  firm  antiposition  proved 
a  valuable  adjunct  to  the  plastic  work  performed  in  the  vagina  and 
has  greatly  added  to  the  permanency  of  our  operative  results.  But 
even  the  mere  correction  of  the  backward  displacement  by  means  of 
shortening  of  the  round  ligaments,  ventral  suspension  and  vagino- 
fixation in  conjunction  with  plastic  operation  cannot  always  prevent  a 
recurrence,  at  least  they  have  in  my  experience  proved  much  less  effi- 
cient than  ventrofixation.  By  ventrofixation  the  uterus  is  drawn  up  in 
the  pelvis  to  a  much  higher  level  than  can  be  done  by  either  the  Alex- 
ander operation  or  vaginofixation ;  it  thereby  lengthens  the  vaginal 
canal,  which  is  a  very  important  point  in  the  treatment  of  uterine  pro- 
cidentia as  pointed  out  by  Emmet.  With  the  uterus  the  vagina  and 
bladder  are  also  lifted  up  and  held  suspended,  thus  lessening  the  liabil- 
ity to  a  return  of  the  cystocele.  It  also  differs  from  and  has  an  ad- 
vantage over  the  other  two  operations  mentioned,  that  the  uterus  is 
attached  to  the  parietal  muscles  and  fascia  which  are  fixed  and  firm 
tissues,  at  w  hich  it  finds  a  more  or  less  unyielding  support.  It  gives, 
therefore,  more  security  than  ventral  suspension  in  which  the  uterus 
is  anchored  to  peritonaeum  and  subperitonaeal  tissue  only,  which  are 
loose  structures  soon  drawn  out  to  such  a  length  that  they  cannot  coun- 
teract the  downward  tendency  of  the  uterus  and  vagina. 

It  has  been  urged  that  ventrofixation  during  the  child-bearing 
period  is  dangerous  on  account  of  the  possibility  of  dystocia.  I  admit 
that  in  order  to  avoid  such  unfortunate  accidents  the  technique  must 
be  very  accurate  and  careful.  The  element  of  danger  is  not  so  much, 
in  my  opinion,  firm  fixation  as  a  too  broad  attachment  between  uterus 
and  abdominal  walls,  septic  infection  of  our  sutures  and  the  abdominal 
incision,  which  sometimes  causes  very  extensive  adhesions  around 
fundus  uteri,  and  more  particularly  the  anchorage  of  the  fundus  and 
posterior  wall  of  the  uterus.  All  these  conditions  interfere  with  a 
proper  expansion  of  the  fundus  during  pregnancy,  the  anterior  wall 
of  the  uterus  is  imprisoned  below  the  point  of  anchorage,  though  tak- 
ing part  in  the  general  hypertrophy  of  gestation  and  during  labor 
blocks  up  the  birth  canal.  During  the  child-bearing  period  the  an- 
terior uterine  wall  only  should  be  attached  to  the  parietes,  the  sutures 
should  be  passed  at  least  a  half  an  inch  below  the  tubal  insertions ;  they 
should  not  include  more  than  a  half  an  inch  of  uterine  tissue,  but 
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should  take  in  a  good  bite  of  rectus  muscle  and  fascia.  After  the 
menopause  these  precautions  are  no  longer  necessary,  in  fact  the  firmer 
the  fixation  the  more  security  we  obtain  against  a  recurrence. 

Hysterectomy,  which  during  the  last  few  years  has  found  many 
enthusiastic  advocates  in  the  treatment  of  the  aggravated  forms  of 
uterine  prolapse,  has,  in  my  opinion,  only  a  very  limited  sphere.  That 
the  removal  of  the  uterus  alone  does  not  cure  prolapse  of  the  pelvic 
organs  should  be  clear  when  we  consider  that  the  uterus  itself  is  rarely 
the  primary  cause  of  this  malposition ;.  it  becomes  involved  as  a  rule, 
secondarily  as  a  result  of  the  weakened  pelvic  floor,  and  the  inverted 
vagina.  Without  extensive  plastic  operation  this  insufficiency  is  not 
remedied  by  hysterectomy  and  we  have  a  hernial  protusion  afterwards 
as  well  as  before.  During  menstrual  life  it  should  rarely  be  justifiable 
to  sacrifice  the  uterus  for  the  cure  of  procidentia  even  in  the  worst 
forms,  unless  that  organ  is  the  seat  of  such  serious  disease  as  to  re- 
quire its  removal  per  se,  or  unless  the  ablation  of  the  adnexae  is  indi- 
cated. Another  indication  of  hysterectomy  may  be  found  in  those 
exceptional  cases  with  very  large,  heavy  uteri  from  chronic  metritis 
where  the  abdominal  walls  have  become  so  extremely  relaxed  and 
flabby  that  they  offer  inadequate  support  to  the  uterus,  as  I  have  ob- 
served in  one  case  in  which  the  traction  of  the  enlarged  uterus  had 
inverted  the  abdominal  parietes  at  the  point  of  fixation.  In  all  these 
conditions  described  Baldy's  operation  should  answer  the  purpose  ad- 
mirably. My  experience  in  hysterectomy  for  complete  procidentia  is 
limited  to  one  case,  in  which  the  cervix  was  strongly  suspicious  of 
malignancy.  A  vaginal  extirpation  of  the  uterus  combined  with  exten- 
sive resection  of  the  vagina  was  performed,  which  in  addition  was  then 
attached  to  the  stumps  of  the  broad  ligaments,  according  to  the  method 
of  Fritsch.  The  result  proved  very  satisfactory  in  every  respect. 
Even  when  the  ablation  of  the  appendages  was  required,  I  preferred 
a  ventrofixation  to  hysterectomy. 

I  cannot  see  that  even  after  the  menopause  hysterectomy  which  is 
certainly  a  more  serious  operation,  has  ordinarily  any  advantage  over 
ventrofixation ;  the  latter  then  can  be  made  very  firm  and  secure,  util- 
izing the  atrophic  uterus  as  a  supplementary  ligament  to  hold  up  the 
bladder  and  vagina.  Hysterectomy  at  all  times  is  an  operation  not  free 
from  danger.  Zolotartyky  ("Jahresbreicht  aber  Geburts  und  Gynae- 
kol.,"  1897,  page  96),  reports  131  cases  operated  on  for  uterine  prolapse 
with  a  mortality  of  7  per  cent.  That  it  does  not  insure  against  re- 
currence, is  shown  by  the  same  author,  who  reports  a  return  of  the 
malposition  in  11  per  cent,  and  a  tendency  to  return  in  15  per  cent. 
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in  all  26  per  cent,  in  which  the  ultimate  result  was  unsatisfactory. 
This  does  not  seem  to  speak  in  favor  of  hysterectomy  as  an  operation 
of  choice  in  uterine  procidentia. 

In  the  combination  of  ventrofixation  and  plastic  operation  of  the 
vagina  and  cervix  we  have  a  method  of  treatment,  which  is  not  only 
safe,  but  gives  the  best  results  in  complete  uterine  prolapse.  In  order 
to  give  the  patient  the  best  guarantee  against  a  recurrence,  I  believe 
with  Edebohls,  who  deserves  the  credit  of  having  been  the  first  to  point 
out  the  advantage  of  this  method  of  operating,  that  all  the  necessary 
operations  should  be  performed  at  one  sitting,  "each  separate  operation 
forming  one  stone  of  the  arch,  the  integrity  of  which  is  endangered  by 
even  the  temporary  absence  of  one  such  stone."  The  saving  of  time 
and  one  anaesthesia  to  the  patient  is  also  a  matter  of  no  little  importance. 
Considerable  dexterity  and  training  on  the  part  of  the  operator  are 
often  required  to  complete  the  different  steps  of  the  operation  withou 
unduly  protracting  anaesthesia.  Such  operations,  therefore,  are  prefer- 
ably done  at  a  well  equipped  hospital  where  good  assistants  and  the 
best  facilities  are  at  the  command  of  the  operator.  An  anaesthesia  ex- 
tending over  a  period  of  one  and  a  half  hours  passes  the  safety  limit; 
the  operation  should,  therefore,  be  completed  within  that  period.  That 
this  can  usually  be  done  with  ease  is  demonstrated  by  a  case  operated 
on  within  that  time  limit  which  required  a  curettement,  amputation  of 
the  cervix,  anterior  colporrhaphy,  radical  operation  for  umbilical 
hernia,  ventrofixation,  colpo-perineorrhaphy  and  removal  of  haemor- 
rhoids. Anaesthesia  does  not  need  to  be  profound  until  the  abdomen 
is  opened,  when  in  order  to  avoid  straining,  which  greatly  interferes 
with  the  necessary  manipulations,  the  patient  should  be  completely 
narcotized. 

The  plastic  operations  essential  to  a  permanent  cure  of  uterine 
prolapse  are  anterior  colporrhaphy  and  colpo-perineorrhaphy;  to  these 
may  be  added  amputation  of  the  cervix.  The  latter,  while  not  indis- 
pensable in  every  case,  is  an  important  adjunct  to  the  other  plastic 
operations,  especially  where  the  cervix  is  much  elongated  and  hyper- 
trophic. It  not  only  lessens  the  length  and  size  of  the  uterus,  but  it 
seems  to  have  a  marked  influence  in  producing  involution  of  the  whole 
organ.  Furthermore,  the  cicatrix  in  the  vaginal  fornix  and  its  sur- 
rounding connective  tissue,  following  high  amputation,  with  its  sub- 
sequent contraction  is,  in  my  opinion,  a  factor  of  considerable  im- 
portance in  the  prevention  of  the  descent  of  uterus  and  vagina. 

The  most  important  plastic  operation  is  the  anterior  colporrhaphy. 
The  fact  that  so  many  various  modifications  have  been  described  and  ad- 
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vocated  shows  clearly  that  it  is  the  weakest  point  in  our  plastic  work.  In 
my  earlier  work  I  was  very  favorably  impressed  with  Stolz's  circular 
purse-string  operation,  but  I  soon  found  that,  while  a  very  neat  and  sim- 
ple operation,  it  not  only  narrows,  but  also  shortens,  the  anterior  vaginal 
wall,  which  is  a  condition  to  be  avoided.  The  resection  of  an  oval  flap 
from  the  center  of  the  cystocele,  according  to  the  method  of  Hegar, 
seemed  to  answer  the  purpose  much  bettter  and  is  based  on  better 
anatomical  principles.  This  denudation  should  extend  from  below 
the  meatus  urinarius  to  the  anterior  cervical  lip  and  should  be  made 
as  wide  as  possible.  The  most  common  mistake,  according  to  my  ob- 
servation, is  that  the  resection  is  not  made  wide  enough  nor  the  denuda- 
tion carried  deep  enough,  which  is  undoubtedly  responsible  for  many 
failures.  Not  only  the  mucous  membrane,  but  much  of  the  submucous 
tissue  should  be  removed,  so  that  the  bladder  muscles  are  exposed. 
With  one  or  two  tiers  of  chromicized  catgut  passed  into  the  bladder- 
walls  pleats  in  the  long  axis  of  the  vagina  are  made,  thereby  decreasing 
the  size  of  the  bladder ;  with  one  or  two  more  tiers  of  the  same  material 
the  mucous  and  submucous  tissues  are  then  drawn  over  the  bladder.  I 
believe  that  this  method  of  operation  gives  firmer  support  to  the  blad- 
der, than  merely  sewing  the  vaginal  mucous  membrane  over  it ;  it  cer- 
tainly has  proved  very  satisfactory  in  my  hands. 

The  order  in  which  these  operations  should  be  performed  are : 
1st:  Curettement;  2nd:  Amputation  of  cervix;  3rd:  Anterior  colpor- 
rhaphy ;  4th :  Ventrofixation ;  5th  :  Colpo-perineorrhaphy.  The  latter 
operation  should  invariably  be  the  last  step,  as  we  are  only  able  to 
judge  correctly  how  much  resection  this  portion  of  the  vagina  will 
require  after  the  uterus  has  been  drawn  up  into  the  pelvis  and  securely 
anchored  against  the  abdominal  wall.  Emmet's  colpo-perineorrhaphy 
has  given  such  excellent  results  that  I  have  employed  it  almost  ex- 
clusively for  a  number  of  years.  The  extent  of  the  denudation  depends 
entirely  on  the  degree  of  relaxation  present  in  each  case,  but  I  have 
rarely  found  it  necessary  to  carry  it  beyond  the  lower  two-thirds  of 
the  vagina,  when  a  high  amputation  of  the  cervix  and  thorough  an- 
terior colporrhaphy  have  preceded  it.  The  combination  of  these  opera- 
tions described  has  proved  so  satisfactory  in  my  experience  that  I  have 
no  hesitation  to  pronounce  it  the  very  best  treatment  for  this  miserable 
and  loathsome  condition.  All  my  patients  have  not  only  survived 
these  operations,  but  I  have  not  observed  a  single  failure,  nor,  to  my 
knowledge,  a  recurrence.  That  ventrofixation  is  largely  responsible 
for  these  good  results  has  been  demonstrated  to  my  entire  satisfaction 
by  the  cases  in  which  it  was  tried  to  relieve  the  prolapse  by  plastic 
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operations  alone,  or  in  combination  with  ventral  suspension  or  shorten- 
ing of  the  round  ligaments.  Among  these  I  have  more  than  once  seen, 
at  least,  a  slight  recurrence,  and  that  in  cases  in  which  the  prolapse  had 
not  been  complete.  I  have,  therefore,  learned  to  look  upon  ventro- 
fixation as  a  necessary  adjunct  in  the  treatment,  of  at  least,  the  com- 
plete prolapse  of  uterus  and  vagina,  and  regarded  a  thorough  anterior 
colporrhaphy  for  the  purpose  of  building  up  a  very  firm  anterior 
vaginal  wall  of  equal  importance  to  the  operation  on  the  posterior 
vaginal  wall  and  perinaeum. 
524  Penn  avenue. 


RESULTS  OF  CONSERVATIVE  SURGERY  IN  SOME  RE- 
CENT CASES  OF  SERIOUS  PELVIC  DISEASE* 

By  Hiram  N.  Vineberg,  M.D. 

Although  we  all  are  apparently  in  accord  as  to  the  desirability  in 
our  surgical  work  of  conserving  as  much  of  the  useful  pelvic  organs 
as  is  possible,  there  is  still  a  great  divergence  of  opinion  as  to  the  lesions 
suitable  for  conservative  surgery,  and  an  equally  great  divergence  in 
the  reported  results  obtained  by  such  a  procedure.  Some  operators 
create  the  impression  that  all  of  these  cases  do  well,  they  seem  to  re- 
cover without  an  untoward  symptom,  and  are,  it  is  presumed,  perma- 
nently cured.  Other  operators  again,  of  equal  importance,  tell  us  they 
do  not  decry  conservative  work,  but  they  publish  cases  only  which  go 
to  show  its  failure.  There  surely  must  be  a  middle  ground  the  road  to 
which  we  still  have  to  learn.  And  I  take  it  that  this  road  can  only  be- 
come familiar  to  us  by  operators  publishing  full  reports  of  their  cases, 
those  attended  with  success  as  well  as  those  attended  with  failure,  to- 
gether with  the  subsequent  histories  when  possible. 

It  is  only  by  such  combined  and  conscientious  investigation  may 
we  hope  in  time  to  reach  a  stage  when  we  will  be  justified  in  drawing 
some  deductions.  Thus  far  it  seems  to  me  we  are  compelled  to  grope 
in  the  dark  and  our  work  in  this  direction  of  necessity  partakes  of  em- 
piricism. 

Conservative  surgery  upon  the  female  genital  organs  has  been  a 
*  Read  before  the  New  York  Obstetrical  Society,  November  14,  iSgg. 


Some  Recent  Cases  of  Serious  Pelvic  Disease. 


19 


subject  of  great  interest  to  me  ever  since  I  became  active  in  the  treat- 
ment of  gynaecological  affections.  In  the  American  Medico-Surgical 
Bulletin  for  March  7,  1896,  I  published  a  series  of  forty-two  cases  in 
which  such  a  course  was  pursued.  I  am  now  collecting  data  of  a  fairly 
large  number  of  cases  which  I  have  operated  upon  since  then. 

But  the  cases  to  which  I  wish  to  draw  your  attention  in  this  short 
communication  do  not  belong  to  that  class  in  which  the  question  of  con- 
servative surgery  usually  comes  up.  They  belonged  to  a  much  more 
serious  type  in  which  the  adoption  of  a  conservative  line  of  action  con- 
stituted just  as  much  a  question  whether  the  patient's  life  was  not  en- 
dangered by  any  thing  less  than  a  radical  operation,  as  the  desideratum 
that  the  woman  should  be  saved  some  of  her  functionating  pelvic 
organs. 

Case  I.  was  that  of  a  young  woman  20  years  of  age,  who  had  been 
living  an  irregular  life  since  her  sixteenth  year.  When  she  first  came 
under  observation,  about  a  year  prior  to  the  operation,  she  had  a  uterine 
discharge,  evidently  of  a  specific  nature,  and  noticeable  thickening  of 
both  adnexa.  Local  treatment,  kept  up  for  some  time,  seemed  to  have 
no  effect.  She  then  passed  away  from  observation,  and  when  I  saw 
her  again  I  learned  she  had  been  curetted,  but  had  not  been  improved 
thereby.  On  the  contrary,  she  was  steadily  growing  worse,  and  for 
the  past  couple  of  months  was  almost  bed-ridden.  She  had  severe  pain 
across  the  hypogastrium  and  in  both  iliac  regions.  The  pain  extended 
down  both  thighs.  The  slightest  exertion  tired  her  very  much.  There 
were  severe  dysmenorrhoea,  metrorrhagia,  dyspareunia  and  backache. 

On  examination  I  found  the  pelvis  filled  with  irregular  masses 
which  were  quite  sensitive  and  fairly  fixed.  Laparotomy  was  per- 
formed November  28,  1898.  The  right  tube  was  the  size  of  one's 
thumb  and  nodular  right  up  to  the  uterine  insertion.  It  was  imbedded 
in  very  firm  adhesions.  I  made  a  complete  excision  of  the  tube,  extend- 
ing the  incision  into  the  uterine  tissue.  The  resulting  wound  was 
closed  with  a  continuous  catgut  suture.  The  ovary  was  fairly  normal 
in  appearance,  but  somewhat  torn  at  the  convex  border,  where  the  tube 
had  been  adherent.  The  tear  was  sutured  with  continuous  catgut,  and 
the  ovary  left  in  situ. 

The  left  tube  and  ovary  formed  a  conglomerate  indistinguishable 
mass,  firmly  adherent  to  the  omentum,  intestines,  sides  and  floor  of  the 
pelvis.  The  adhesions  between  the  intestines  and  omentum  were  care- 
fully separated,  and  the  bleeding  omentum  ligated  in  sections.  Great 
difficulty  was  experienced  enucleating  the  mass,  and  in  the  manipula- 
tions the  enlarged  and  friable  tube  broke  off,  leaving  a  portion  of  the 


20 


Hira»i  N.  Vincbcrg,  M.J). 


tube  attached  to  the  lower  end  of  the  sigmoid  plexus.  About  three 
ounces  of  thick  pus  escaped.  This  was  speedily  mopped  up.  The 
mass  made  up  of  the  tube  and  ovary  was  finally  liberated  and  excised. 
I  next  endeavored  to  cut  away  the  portion  of  tube  attached  to  the  sig- 
moid, and  in  doing  this  unavoidably  made  quite  an  opening  into  the 
bowel,  which  was  at  once  sutured.  Resulting  from  the  enucleation  of 
the  mass  there  was  a  large,  irregular  raw  surface  at  the  floor  and  left 
side  of  the  pelvis,  which  could  not  be  covered  with  peritonaeum.  I 
packed  this  lightly  with  iodoform  gauze,  the  end  of  which  was  made 
to  pass  out  through  the  lower  angle  of  the  abdominal  incision.  The 
remainder  of  the  abdominal  wound  was  closed  in  the  usual  way  with 
three  tiers  of  sutures.  For  the  first  few  days  after  the  operation  there 
was  considerable  febrile  disturbance ;  after  that  the  patient  made  a 
rapid  and  afebrile  recovery,  the  gauze  being  removed  at  the  end  of  the 
sixth  day.  At  no  time  was  there  any  abdominal  distention,  flatus 
being  passed  within  the  first  twenty-four  hours,  and  the  bowels  re- 
sponding freely  to  a  high  enemata  on  the  fifth  day.  The  patient  left 
the  hospital  on  the  twenty-fifth  day.  Six  days  later  she  came  to  the 
office  and  reported  that  the  menses  had  set  in  on  the  day  before.  The 
flow  was  scanty  and  unattended  with  pain.  March  20  of  this  year  I 
saw  her  again;  she  had  not  menstruated  for  two  months;  for  a  few 
days  she  had  suffered  from  frequent  and  painful  micturition,  otherwise 
she  was  perfectly  well.  On  examination  the  uterus  was  of  the  normal 
size  and  in  good  position.  There  was  no  exudate,  and  the  right  ovary 
was  not  enlarged  or  tender. 

July  20. — For  a  couple  of  weeks  past  she  had  had  pain  in  the  lower 
pelvic  region ;  her  menses  had  recurred,  but  scanty.  The  right  ovary 
was  fully  double  its  normal  size,  very  tender,  and  lay  prolapsed  in  Doug- 
las' cul-de-sac. 

Oct.  10. — She  had  been  free  from  pain  since  the  above  note  until 
two  weeks  ago.  The  right  ovary  was  found  in  the  same  condition  as 
at  the  last  examination.    Menses  recur  regularly,  but  are  still  scanty. 

The  above  case  may  be  considered  both  as  a  success  and  a  failure — 
a  success  in  so  far  that  the  patient  made  a  good  recovery  from  so  seri- 
ous an  operation,  without  any  local  complications,  such  as  pelvic  peri- 
tonitis or  inflammatory  reaction  of  the  retained  ovary.  The  ovary 
showed  no  signs  of  disease  when  examined  three  months  after  the  oper- 
ation. A  failure  in  so  far  as  the  object  for  which  the  ovary  was  re- 
tained, the  continuance  of  the  menstrual  function,  was  only  partially  ful- 
filled. The  case  in  this  regard  has  given  me  food  for  reflection.  Why 
is  it  that  in  the  one  case,  when  we  leave  behind  the  smallest  portion  of 
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ovarian  tissue,  the  menstrual  function  will  continue  unimpaired,  in  the 
other  case,  when  we  leave  almost  entire  an  apparently  healthy  ovary 
the  menses  grow  scanty  and  in  a  short  time  may  cease  entirely?  I 
hope  some  of  the  Fellows  will  try  to  throw  light  upon  this  point  in  the 
discussion. 

The  condition  of  the  ovary  found  on  examination  seven  months  sub- 
sequent to  the  operation  does  not,  in  my  opinion,  militate  against  the 
successful  issue  of  the  effort  at  conservatism.  The  man  she  was  liv- 
ing with  had  evidently  contracted  a  fresh  attack  of  gonorrhoea,  for  she 
told  me  he  was  then  laid  up  with  an  acute  epididymitis.  He  undoubt- 
edly had  reinfected  the  patient.  The  recent  swelling  of  the  ovary  could 
readily  be  attributed  to  it. 

A  well-known  worker  in  this  field  recently  laid  great  stress  upon 
his  boldness  in  adopting  a  conservative  line  of  action  in  a  given  case 
of  undoubtedly  gonorrhceal  infection.  Now,  to  my  mind,  this  is  the 
very  class  of  cases  in  which  it  is  fairly  safe  to  attempt  that  kind  of  work. 
In  the  first  place,  gonorrhceal  pus  is  almost  innocuous  to  the  perito- 
naeum ;  we  all  know  what  little  anxiety  the  spilling  of  pus  from  a  gon- 
orrhceal pyosalpinx  gives  us  when  operating  for  such  a  condition.  It 
is  quite  a  different  story  with  purulent  sacs  as  a  result  of  puerperal  in- 
fection, or  of  a  non-puerperal  infection  not  due  to  gonococci.  Then, 
again,  of  all  inflammatory  conditions  in  the  pelvis,  that  due  to  a  gono- 
coccus  infection  shows  the  greatest  tendency  to  a  natural  cure.  Con- 
sequently, if  in  our  efforts  to  conserve  a  part  of  the  functionating  pel- 
vic organs,  some  diseased  portion  should  be  left  behind,  this  in  all  prob- 
ability would  give  rise  to  no  further  trouble  when  the  gross  lesion  had 
been  removed. 

This  is  the  bright  side  of  gonorrhceal  lesions.  But  they  have  a  dark 
side,  and  that  is  the  fons  et  origo  of  the  original  lesion  is  likely  to  come 
again  into  play  after  the  operation,  when  the  woman  goes  back  to  her 
former  mode  of  life  or  to  her  so-to-say  permanently  infected  husband 
or  lover.  This  is  the  discouraging  feature  of  conservative  surgery  in 
women  with  gonorrhceal  infection.  Time  and  again  have  I  seen 
women  who  made  a  gratifying  recovery  from  the  operation,  with  ap- 
parently a  normal  condition  of  the  pelvic  organs,  minus  the  diseases 
parts  ablated,  turn  up  again  in  the  course  of  a  few  months  at  the  office, 
or  at  the  clinic,  with  a  fresh  gonorrhceal  infection,  which  in  time  would 
lead  to  marked  disease  of  the  remaining  pelvic  organs. 

To  retain,  therefore,  the  good  results  obtained  in  these  cases,  we 
should  see  to  it  that  the  husband  is  cured  of  his  gleet,  or  that  the  patient 
does  not  go  back  to  her  former  mode  of  living. 
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Case  II.  was  that  of  a  young  girl,  17  years  of  age,  who  had  a  large, 
rapidly-growing  tumor  filling  the  whole  abdomen  and  reaching  to  near 
the  ensiform  cartilage.  A  diagnosis  was  made  of  a  solid  tumor,  prob- 
ably malignant,  of  the  right  ovary.  She  was  operated  upon  August  16, 
1898.  It  was  found  to  be  a  sarcomatous  tumor  of  the  right  ovary, 
weighing  eight  pounds.  The  left  ovary  presented  at  its  outer  pole  a 
cyst  about  the  size  of  a  small  hen's  egg.  The  cyst  was  excised  and  the 
wound  in  the  ovary  carefully  sutured  with  catgut.  The  uterus  was 
soft,  flabby,  and  lay  in  marked  retroversion  at  the  bottom  of  Douglas' 
cul-de-sac.  It  was  brought  up  to  the  abdominal  wall,  to  which  it  was 
secured. 

The  patient  made  an  uneventful  recovery.  At  the  time  of  the  oper- 
ation she  was  very  much  emaciated,  but  in  the  course  of  a  few  months 
she  gained  in  flesh,  growing  quite  plump  and  robust  in  appearance. 
October  28,  1899. — Patient  continues  in  good  health.  The  menses  are 
regular  and  as  copious  as  before  the  operation,  and  are  unattended  with 
pain. 

Case  III.  was  that  of  a  woman,  25  years  of  age,  who  had  been  un- 
happily married  early  in  life,  and  who  separated  from  her  husband 
shortly  afterwards.  She  then  led  rather  a  free  life  and  contracted  gon- 
orrhceal  infection  about  two  years  ago.  This  proving  rebellious,  she 
was  curetted  by  her  physician  with  apparently  good  results.  A  short 
time  afterwards,  however,  she  began  to  suffer  with  pelvic  pains,  leucor- 
rhcea,  dysmenorrhcea  and  dyspareunia.  When  seen  by  me  January 
14th  of  this  year  a  tumor  the  size  of  a  cocoanut  existed  to  the  left  side 
of  the  uterus.  The  tumor  was  very  tense  and  firmly  fixed.  The  right 
adnexa  could  not  be  satisfactorily  palpated.  Laparotomy  was  per- 
formed on  January  18th.  The  tumor  on  the  left  side  proved  to  be  an 
intraligamentous  cyst  of  the  left  ovary,  with  very  dense  and  extensive 
adhesions  to  the  omentum,  intestines,  posterior  aspect  of  the  uterus  and 
floor  of  the  pelvis.  As  the  right  adnexa  were  simply  adherent  and  ap- 
peared fairly  normal,  and  as  the  woman  was  so  young,  I  determined  to 
remove,  if  possible,  the  intraligamentous  cyst  without  sacrificing  the 
uterus  and  the  opposite  adnexa.  The  operation  proved  very  difficult 
and  consumed  a  long  time.  After  the  enucleation  and  removal  of  the 
cyst  there  was  a  large  raw  surface  on  the  posterior  aspect  of  the  uterus 
and  on  the  left  side  of  the  pelvis.  It  was  impossible  to  cover  this  en- 
tirely with  peritonaeum,  and  I  was  compelled  to  to  pack  the  raw  surface 
in  part  with  iodoform  gauze.  The  patient's  pulse  by  this  time  was 
very  weak,  and  I  did  not  dare  to  carry  the  end  of  the  gauze  through  an 
incision  made  into  the  vagina,  which  I  do  not  find  of  such  easy  exe- 
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cution  as  some  operators  would  lead  us  to  believe.  I  consequently  car- 
ried the  end  of  the  gauze  through  the  lower  angle  of  the  abdominal 
incision,  ventrofixated  the  uterus,  and  hastily  and  rather  imperfectly 
closed  the  abdominal  wound. 

For  the  first  three  days  every  thing  went  along  nicely.  Each  day, 
as  is  my  custom  in  these  cases,  the  gauze  was  pulled  out  for  a  short  dis- 
tance and  brought  with  it  a  fair  quantity  of  thin,  dark  fluid.  When 
employing  gauze  to  fill  up  a  dead  raw  surface  in  the  pelvic  cavity,  I 
usually  take  from  five  to  six  days  to  remove  it  entirely.  But  in  this 
case  on  the  third  day,  when  it  was  my  intention  to  pull  out  a  couple  of 
inches  of  gauze,  the  patient  gave  a  sudden  twist  and  all  of  the  gauze 
came  out.  I  could  not  reintroduce  a  strip  of  the  gauze  down  to  the  bot- 
tom of  the  cavity.  Twenty-four  hours  later  the  patient's  condition  was 
very  desperate;  the  temperature  had  risen  to  1050,  the  pulse  was  160, 
small  and  weak,  the  abdomen  was  very  much  distended,  and  on  remov- 
ing the  dressings  the  intestines  were  found  protruding  through  the  ab- 
dominal wound,  which  had  burst  open  about  half  its  length.  The  pa- 
tient was  taken  at  once  into  the  operating  room,  the  abdominal  wound 
opened  for  its  entire  length,  the  slight  adhesions  between  the  coils  of 
the  intestines,  and  abdominal  wound  broken  up,  and  the  intestines  and 
abdominal  cavity  were  gently  irrigated  with  warm  saline  solution.  A 
firm  pad  of  iodoform  gauze  was  placed  over  the  line  of  incision  to  press 
back  the  intestines,  and  the  abdominal  walls  were  firmly  strapped  to- 
gether with  adhesive  plaster.  I  now  made  an  opening  in  the  posterior 
vault  of  the  vagina,  entering  Douglas'  cul-de-sac  and  giving  exit  to 
about  a  pint  of  thin,  dark  brownish  fluid.  A  strip  of  iodoform  gauze 
was  carried  through  this  opening  and  allowed  to  remain  for  a  couple 
of  days.  After  this  it  was  daily  renewed.  In  the  course  of  twenty- 
four  hours  there  was  a  marked  change  for  the  better  and  the  patient 
eventually  made  a  good  recovery.  There  was  a  surprisingly  good  firm 
union  of  the  abdominal  wound. 

I  saw  the  patient  for  the  last  time  June  26th,  about  five  months  after 
the  operation.  She  was  enjoying  good  health,  following  her  vocation 
as  a  danseuse,  and  was  free  from  any  pelvic  discomfort.  There  was  no 
tendency  to  a  hernia ;  the  pelvic  examination  disclosed  the  uterus  in 
good  position,  and  the  right  adnexa  in  apparently  normal  condition. 
The  menses  had  been  regular,  free  from  pain,  but  rather  scanty  for  the 
last  two  months.  I  heard  again  from  the  patient  a  few  days  ago  (No- 
vember 10th).  She  was  enjoying  good  health  and  entirely  free  from 
any  pelvic  disturbances. 

It  is  the  practice  nowadays  in  intraligamentous  cysts  to  do  a  total 
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extirpation,  commencing  on  the  opposite  side  and  enucleating  the  cyst 
from  below  upwards.  In  a  few  cases  in  which  I  followed  that  method 
I  found  that  it  simplifies  the  technics  of  the  operation  very  considerably. 
The  foregoing  case,  however,  shows  that  in  young  women  it  is  worth 
while  to  make  the  effort  to  remove  the  cyst  by  a  less  radical  operation. 
Had  it  not  been  for  the  accidental  pulling  out  of  the  entire  strip  of 
gauze  on  the  third  day,  the  patient  would  undoubtedly  have  made  an 
uneventful  recovery. 

Case  IV.  occurred  in  a  woman  29  years  of  age,  who  had  been  mar- 
ried nine  years,  who  had  had  four  children  and  two  miscarriages.  The 
last  child  was  sixteen  months  old.  She  was  referred  to  me  by  her  physi- 
cian on  May  31  of  this  year.  The  history  of  her  present  trouble  briefly 
was  as  follows :  She  had  nursed  her  baby  until  a  month  before.  Un- 
til the  baby  was  three  months  old,  she  constantly  "stained."  For  the 
next  two  months  this  ceased  entirely  and  there  had  been  no  menses. 
From  this  on,  that  is,  when  the  baby  was  five  months  old,  the  menses 
recurred  regularly  every  five  weeks  and  appeared  to  be  normal  in  every 
respect  until  March  26th,  from  which  time  she  flowed  irregularly  until 
the  present.  The  flow  might  cease  for  half  a  day  at  a  time,  but  never  for 
any  longer  period.  When  this  irregular  flow  had  lasted  for  three  weeks 
she  began  to  suffer  with  severe  pain,  which  she  characterized  as  re- 
sembling labor  pains.  The  pain  would  vary  in  severity,  and  on  one 
occasion,  three  days  ago,  it  was  so  severe  that  the  doctor  had  to  give 
her  "something"  to  allay  it.  Three  weeks  before  her  physician  had  cu- 
retted her  under  narcosis,  but  the  flow  did  not  cease.  He  informed  me 
that  at  the  time  of  the  curettage  he  did  not  detect  any  tumor  in  the  pel- 
vic cavity. 

On  examination  I  found  the  uterus  somewhat  enlarged  and  pushed 
forward  by  a  semi-fluctuating  mass  behind  it,  which  pretty  well  filled 
the  pelvic  posteriorly.  The  mass  was  quite  sensitive  in  parts,  and 
seemed  to  be  very  closely  connected  with  the  uterus.  Extending  up  on 
the  left  side  to  a  hand's  breadth  about  the  groin  another  mass  could  be 
indistinctly  made  out.  It  was  difficult  to  determine  whether  the  mass 
on  the  left  side  was  merely  a  projection  of  the  mass  posteriorly  or  an 
independent  formation.  I  favored  the  latter  view,  and  made  the  diag- 
nosis of  a  pelvic  hematocele,  probably  from  a  ruptured  early  tubal  preg- 
nancy, and  either  a  second  blood-tumor  or  a  cyst  of  the  left  ovary. 

Bearing  this  diagnosis  in  view,  I  determined  to  do  a  laparotomy 
first  and  be  guided  in  my  further  line  of  action  by  the  conditions  found. 
I  operated  on  June  2d.  On  opening  the  abdomen  I  found  an  irregular 
mass  reaching  half  up  to  the  umbilicus.    On  the  right  side  an  extensive 
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area  of  omentum  was  closely  adherent  to  the  mass.  I  carefully  excised 
the  adherent  omentum,  and  at  one  point  it  contained  within  its  meshes 
a  dark-colored  coagulum  the  size  of  a  small  hen's  egg.  The  appendix 
was  the  thickness  of  my  thumb,  and  it  and  the  thickened  mesoappendix 
were  firmly  attached  to  the  mass.  I  ablated  the  appendix  in  the  usual 
manner.  I  now  turned  my  attention  to  the  left  side,  where  I  found 
an  intraligamentous  ovarian  cyst  the  size  of  a  Florida  orange.  This  was 
enucleated  with  some  difficulty,  and  the  wound  in  the  ligament  closed 
with  a  catgut  suture.  The  tube  was  apparently  normal  and  was  left 
behind.  I  still  had  a  large  fluctuating  mass  behind  the  uterus  and  fill- 
ing the  whole  of  Douglas'  cul-de-sac.  The  intestines  were  closely  and 
extensively  adherent  to  it,  as  was  also  the  posterior  aspect  of  the  uterus. 
Covering  the  abdominal  wound  with  gauze,  I  made  an  incision  into  the 
posterior  vault  of  the  vagina,  and  gave  exit  to  about  a  pint  of  old  blood- 
clots.  The  cavity  was  gently  irrigated  and  packed  lightly  with  iodo- 
form gauze.  I  then  closed  the  abdominal  wound  in  the  usual  manner. 
The  operation  consumed  in  all  about  one  and  a  quarter  hours,  and  the 
patient  left  the  table  in  very  good  condition.  She  made  an  excellent 
recovery.  She  left  the  hospital  at  the  end  of  four  weeks,  and  when 
I  examined  her  in  my  office  two  weeks  later,  I  could  not  detect  anything 
abnormal  in  the  pelvis,  except  a  slight  thickening  behind  the  uterus. 

November  ioth. — Patient  says  she  is  entirely  free  from  symptoms, 
and  menstruates  regularly. 

Had  I  been  satisfied  in  the  foregoing  case  with  merely  making  a 
vaginal  incision  and  letting  out  the  contents  of  the  hematocele,  the  pa- 
tient would  have  been  left  with  her  intraligamatous  cyst,  with  her  dis- 
eased appendix,  and  with  her  thickened  omentum.  Even  when  I  have 
no  reason  to  suspect  complications,  as  I  had  in  this  case,  I  think  it  good 
practice  in  the  majority  of  cases  of  presumable  pelvic  hematocele  to 
open  the  abdomen  first  and  investigate  the  existing  conditions  before 
evacuating  it  by  a  vaginal  incision.  This  is  the  second  case  within  a 
year  in  which  I  found  a  secondary  appendicitis  complicating  a  pelvic 
hematocele,  and  which  was  not  suspected  before  the  operation. 

Case  V.  was  that  of  a  young  woman  who,  when  her  nursing  baby 
was  sixteen  months  old,  had  a  miscarriage  at  about  the  sixth  week,  in 
which  she  was  attended  by  a  midwife.  Three  days  later  she  was  seen 
by  a  physician,  who  found  her  markedly  septic,  and  who  curetted  her 
at  once.  He  found  little  or  nothing  within  the  uterus.  The  tempera- 
ture persisted,  as  did  also  a  severe  pain  in  the  left  iliac  region,  for  the 
following  two  weeks.  She  was  then  sent  to  St.  Mark's  Hospital  to  be 
under  my  care.    On  examination  I  found  an  indistinct  mass  on  the  left 
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side  of  the  pelvis.  It  was  rather  sensitive,  hard  to  outline,  fairly  high 
up  in  the  pelvis,  closely  connected  with  the  uterus.  Although  fluctua- 
tion could  not  be  detected  at  any  point,  I  considered  it  contained  pus, 
and  still  I  did  not  deem  it  wise  to  intervene  as  yet,  for  I  felt  confident 
it  could  not  be  safely  reached  through  a  vaginal  incision  without  sacri- 
ficing all  the  pelvic  organs.  I  decided,  therefore,  to  watch  the  case  for 
a  time.  After  waiting  for  ten  days  and  seeing  no  change  in  the  temper- 
ature, pulse,  nor  in  the  pain,  the  local  condition  remaining  about  the 
same,  I  opened  the  abdomen  on  June  14th.  I  found  the  left  ovary 
double  its  normal  size,  cedematous  throughout,  and  closely  adherent  to 
a  nodule  on  the  lateral  and  posterior  aspect  of  the  uterus.  On  peeling 
away  the  ovary  some  pus  escaped  from  the  uterine  nodule.  Of  course, 
the  pus  was  immediately  mopped  up,  the  intestines  having  previously 
been  protected  by  gauze  compresses.  Both  the  ovary  and  the  tube, 
which  was  also  very  much  thickened,  were  excised  and  the  resulting 
wound  sutured  in  the  usual  way.  The  nodule  in  the  uterine  tissue  was 
larger  than  an  English  walnut,  and  looked  not  unlike  a  carbuncle  in 
other  parts  of  the  body.  Its  interior  was  traversed  by  trabecular  and 
the  meshes  were  filled  with  a  thick  greenish  pus.  After  removing  the 
pus  as  well  as  I  could  I  laid  the  nodules  freely  open,  scraped  the  cavity 
very  thoroughly  with  a  sharp  spoon  and  applied  pure  carbolic  acid  to 
the  whole  surface.  The  edges  of  the  cavity  were  sutured  with  catgut 
to  arrest  a  rather  free  oozing.  I  then  packed  it  lightly  with  iodoform 
gauze,  the  end  of  which  was  carried  out  at  the  lower  angle  of  the  ab- 
dominal wound.  The  right  adnexa  were  then  investigated,  and,  find- 
ing them  normal,  they  were  left  intact.  The  patient's  recovery  was 
protracted  through  suppuration  of  the  abdominal  wound,  otherwise 
there  were  no  complications.  The  tract  leading  down  to  the  uterine  ab- 
scess gradually  closed,  and  when  she  left  the  hospital  six  weeks  after 
the  operation,  the  uterus  was  freely  movable,  of  about  the  normal  size, 
and  nothing  abnormal  was  detected  in  the  pelvis. 

Subsequent  events  showed  that  I  was  right  in  my  opinion  that  the 
pus  collection  could  not  have  been  reached  through  a  vaginal  incision 
without  doing  a  radical  operation.  Even  in  making  the  attempt  one 
would  have  to  inflict  so  much  injury  to  the  pelvic  structures  as  to  ne- 
cessitate a  total  extirpation. 

The  case  is  instructive  from  many  standpoints.  It,  as  well  as  Case 
IV.,  must  teach  the  lesson  to  the  enthusiasm  advocates  of  the  vaginal 
route  that  conditions  are  frequently  encountered  which  can  be  more 
safely  met  by  going  in  from  above.  It  goes  to  show,  also,  that  even 
a  marked  phlegmon  of  puerperal  origin  in  the  uterine  tissues  does  not 
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necessarily  call  for  extirpation  of  the  uterus.  It  serves  as  another  illus- 
tration that  puerperal  sepsis  is,  as  a  rule,  a  surgical  disease,  and  should 
be  treated  on  surgical  principles.  No  amount  of  antistreptococcic 
serum,  nor  inunctions  with  Crede's  ointment,  in  my  opinion,  would  have 
cured  that  uterine  abscess  and  that  diseased  tube  and  ovary. 


INTRALIGAMENTOUS  GROWTHS. 
By  Thomas  H.  Hawkins,  M.D.,  Denver,  Col., 

Professor  of  Gynaecology  and  Abdominal  Surgery,  Gross  Medical  College;  Attending  Gynaecologist 
to  County  and  St.  Anthony's  Hospital. 

There  are  two  distinct  classes  of  intraligamentous  growths,  first 
the  cystic,  second  the  fibroid.  These  neoplasms  are,  most  of  them, 
papillary  cystomata  and  many  of  them  are  bilateral.  It  is  a  mistake  to 
speak  of  intraligamentous  growths  as  synonymous  with  parovarian 
cysts. 

Pozzi  says  that  all  the  following  varieties  of  cysts  may  be  situated 
within  the  folds  of  the  broad  ligament : 

First.  Parovarian  hyaline  and  papillary  cysts  (always  in  the  folds 
of  the  broad  ligament,  at  least  in  the  beginning) . 

Second.    Proligerous  ovarian  cysts,  papillary  and  glandular  (rare- 

iy). 

Third.    Dermoid  cysts,  ovarian  (often)  or  parovarian  (seldom). 

Fourth.    Follicular  cysts  (rarely). 

Fifth.    Cysts  of  the  corpus  luteum  (seldom). 

Sixth.    Residuary  cysts  of  Rosenmiiller's  organ  (always). 

An  intraligamentous  growth  is  a  neoplasm  which  develops  between  • 
the  folds  or  leaflets  of  the  broad  ligament.    The  solid  or  fibroid  variety 
probably  has  its  origin  in  the  uterus,  and  growing  towards  the  point 
of  least  resistance  it  pushes  its  way  as  it  develops  between  the  folds 
of  the  broad  ligament,  which  it  carries  upward. 

The  intraligamentous  cysts  may  be  oophoric  tumors,  but  most  gen- 
erally they  are  found  as  cysts  of  the  paroophoron  or  of  the  parovarium. 


*  Read  before  the  Wyoming  State  Medical  Society  at  the  1899  meeting. 
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Sometimes,  though  rarely  in  my  experience,  they  have  a  distinct  ped- 
icle. This  pedicle,  when  it  exists,  is  formed  from  the  stretching  and 
dragging  out  of  the  broad  ligament. 

Typical  intraligamentous  growths  are  usnally  sessile  and  lie  strictly 
between  the  folds  of  the  broad  ligament  and  low  down  in  the  pelvic 
cavity.  Sometimes,  however,  they  push  up  behind  the  peritoneum  into 
the  abdominal  cavity  and  attain  a  very  considerable  size.  They  occa- 
sionally migrate  between  the  layers  of  the  mesocolon,  and  the  adhe- 
sions may  become  very  firm  and  extensive.  These  tumors  may  have 
distinct  attachments  inside  of  the  capsule,  forming,  in  some  instances, 
practically  a  pedicle,  through  which  pass  several  blood  vessels  of  mod- 
erate size.  It  is  important  to  remember  the  relations  of  these  growths 
to  the  large  blood  vessels  and  especially  to  the  ureters.  They  may  pre- 
sent many  difficulties  in  the  way  of  complications.  Or,  again,  they  may 
be  shelled  out  without  much  trouble  or  haemorrhage  and  even  without 
the  necessity  of  a  ligature. 

In  the  removal  of  an  intraligamentous  cyst  we  may  encounter  a 
great  variety  of  complications,  such  as  adhesions  to  the  intestines  and 
omentum.  We  may  meet  with  an  intraligamentous  cyst  on  one  side 
and  a  tubal  or  ovarian  abscess  on  the  other.  I  have  seen  an  intra- 
ligamentous cyst  on  one  side  and  an  intraligamentous  fibroid  on  the 
other.  I  had  a  case  recently  with  an  intraligamentous  cyst  on  both 
sides  of  the  uterus.  I  recently  operated  upon  another  case  with  an 
intraligamentous  cyst  on  the  left  side,  a  fibroid  in  the  uterus,  the  size 
of  a  cocoanut,  and  an  abscessed  right  ovary.  One  case,  which  gave 
me  very  much  trouble,  was  an  intraligamentous  cyst  complicated  by  an 
inflamed  and  suppurating  subperitonaeal  myoma.  In  fact,  we  may 
meet  with  almost  every  possible  complication. 

Intraligamentous  Fibroids. 

I  believe  it  is  to-day  a  generally  accepted  theory  that  fibroid  tumors 
originate  in  the  muscular  walls  of  the  uterus  and  that  they  grow  and 
develop  towards  the  point  of  least  resistance.  When  these  neoplasms 
originate  in  the  supravaginal  portion  they  push  outward  between  the 
folds  of  the  broad  ligament  and  become  what  is  denominated  intralig- 
amentous fibroid  tumors.  These  growths  attain  sometimes  an  enor- 
mous size,  filling  almost  the  entire  abdominal  cavity.  They  are  most 
dangerous  to  life  if  left  alone,  and  are  most  difficult  of  removal  when 
they  have  attained  great  size  or  in  the  presence  of  grave  complica- 
tions.   The  removal  of  one  of  these  large  growths  with  complications 
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constitutes  probably  the  most  difficult  operation  in  surgery.  These 
tumors,  like  the  intraligamentous  cysts,  may  be  complicated  by  other 
fibroids  in  the  uterus  or  by  diseased  uterine  adnexa.  They  frequently 
become  inflamed  or  they  may  undergo  fibrocystic  degeneration;  in 
short,  they  are  subject  to  all  the  complications  that  are  so  frequently 
found  in  connection  with  growths  in  the  pelvic  cavity  and,  like  other 
varieties  of  uterine  fibroids,  they  are  subject  to  calcareous  and  sarco- 
matous degeneration.  By  their  large  size  they  may  produce  marked 
pressure  symptoms,  or  may  become  very  painful  because  of  the  en- 
capsulated and  confined  condition  of  the  growth.  In  the  fibrocystic 
variety  we  may  have  haemorrhage  into  the  growth,  or  inflammatory 
changes  may  take  place,  giving  rise  to  suppuration  followed  by  sepsis. 

Treatment. — In  considering  the  treatment  of  intraligamentous 
growths  I  shall  not,  in  this  short  abstract,  refer  specially  to  the 
operations  for  intraligamentous  fibroids,  except  in  the  report  of  one 
or  two  cases.  The  treatment  of  intraligamentous  cysts  up  until  a  short 
time  ago  had  been  very  unsatisfactory  even  in  the  hands  of  the  best 
operators  in  the  world.  Read  the  various  text-books  on  the  removal 
of  intraligamentous  cysts,  and  it  will  be  seen  that  even  the  most  skilful 
surgeons  seem  to  have  a  very  imperfect  idea  of  how  to  execute  their 
task  when  starting  to  remove  one  of  these  large  and  formidable  intra- 
ligamentous growths.  Even  one  year  ago,  with  improved  methods  and 
perfect  technique,  to  most  operators,  many  of  these  growths  presented 
insurmountable  difficulties. 

I  will  not  enter  into  a  description  of  the  former  methods  of  re- 
moving these  neoplasms.  You  are  all  familiar,  doubtless,  with  the  litera- 
ture on  the  subject.  The  method  of  enucleation  or  attempted  enuclea- 
tion has  been  prescribed  for  a  great  many  years.  In  some  of  the  small 
tumors,  where  there  were  no  extensive  adhesions  and  no  special  com- 
plications, this  operation,  in  the  hands  of  a  skilled  operator,  was  all 
right.  To  give  an  idea  of  the  difficulties  and  complications  to  be  over- 
come in  removing  such  growths  by  the  old  methods  or  by  any  method 
I  quote  from  "Cyclopaedia  of  Obstetrics  and  Gynaecology,"  Vol  VIII. : 

"The  greater  difficulties  depend  in  part  on  the  firm  adhesion  of  the 
peritonaeum  to  the  surface  of  the  tumor,  in  part  on  the  more  compli- 
cated structure  of  the  tumors,  which  makes  it  more  difficult  to  recog- 
nize the  outer  surface  by  the  feel  alone;  upon  the  much  greater  vas- 
cularity of  the  tumors  and  their  surface,  and,  finally,  upon  the  fact 
that  the  subserous  development  of  the  tumor  very  often  is  not  confined 
to  the  broad  ligament,  but  extends  beneath  the  peritonaeum  of  the  floor 
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of  the  pelvis  to  the  retro-peritonaeal  space  and  into  the  mesentery  of 
the  colon. 

"If  the  greater  part  of  the  tumor  is  intraperitonseal,  this  portion, 
after  it  has  been  diminished  in  size  and  its  adhesions  divided,  is  brought 
in  front  of  the  abdominal  wound,  and  the  enucleation  of  the  subserous 
part  then  performed. 

"For  the  later  purpose  the  peritonaeum  at  the  base  of  the  tumor  is 
circumcised,  and  enucleation  then  performed  with  the  tips  of  the 
fingers.  If  the  entire  large  tumor  is  covered  with  peritonaeum,  the  enu- 
cleation is  begun  as  low  as  possible,  in  a  place  towards  which  a  path 
has  been  made  by  previous  diminution  of  the  size  of  the  tumor. 

"The  firm  adhesion  of  the  tumor  to  the  peritonaeum  and  the  adja- 
cent organs  (uterus,  bladder,  rectum,  colon,  caecum,  vermiform  appen- 
dix, ureter,  etc.),  with  which  it  comes  in  direct  contact,  often  requires 
a  considerable  increase  of  the  force  employed,  and  when  the  organs  in 
question  are  thin-walled  (intesetine,  bladder,  ureter)  increased  care  to 
avoid  injury  to  these  parts.  In  certain  places  the  separation  cannot  be 
effected  by  the  pressure  of  the  tips  of  the  fingers,  and  we  must  then 
resort  to  cutting  instruments  or  effect  the  separation  with  the  fingers 
within  the  tissues  of  the  tumor.  In  both  events  larger  or  smaller  por- 
tions of  the  tumor  are  left  behind." 

"When  enucleation  has  extended  as  far  as  the  base  of  the  broad 
ligament,  careful  attention  must  be  paid  to  the  ureter  in  order  to  avoid 
injuring  it.  It  is  recognized  by  its  white  color,  often  by  abnormal 
width,  compression  and  stasis  of  urine,  and  by  the  approximately 
sagittal  direction  of  its  course.  In  some  cases  it  is  exposed  for  a  dis- 
tance of  10  cm.  or  more  in  separating  the  tumor  from  the  floor  of  the 
pelvis." 

"We  must  remember  the  proximity  of  the  large  vessels.  In  sepa- 
rating the  ligament  anteriorly  the  position  of  the  bladder  is  to  be  taken 
into  consideration." 

"The  haemorrhage  is  to  be  checked  by  ligature  of  individual  vessels, 
and  inasmuch  as  we  have  to  deal  chiefly  with  surface  haemorrhage,  by 
ligatures  of  the  tissues.  When  the  latter  are  supplied  at  the  base  of 
the  ligament  care  must  be  taken  to  avoid  including  the  ureter.  In 
many  cases  such  ligatures  cannot  be  employed,  and  we  must  then  resort 
to  temporary  compression  with  cotton  or  sponges  and  to  Paquelin's 
thermo-cautery." 

"Ligatures  at  the  lower  part  of  the  lateral  border  of  the  uterus  are 
often  very  useful,  but  here  the  ureter  lies  near  the  median  line  and  must 
be  avoided.    After  the  enucleation  of  the  tumor,  the  thermo-cautery  is 
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excellently  adapted  to  the  posterior  surface  of  the  uterus,  when,  having 
been  entirely  stripped  of  its  peritonaeum,  it  bleeds  from  a  broad  surface. 
Ligatures  en  masse  are  applied  with  difficulty  to  the  wall  of  the  uterus." 

"Despite  the  measures  at  our  command,  there  are  cases  in  which  the 
haemorrhage  is  controlled  with  difficulty,  and  it  has  often  been  thought 
necessary  in  such  cases  to  apply  artery  forceps  and  leave  them  in  situ, 
or  to  constrict  the  lowermost  part  of  the  tumor  with  wire  twisters." 

"Another  important  question  is,  what  is  to  be  done  with  the  large 
connective-tissue  cavity,  and  the  peritonaeal  sac  which  has  been  freed 
from  the  tumor;  whatever  the  disposition  made  of  it,  we  often  have 
secondary  septic  infection,  very  protracted  suppuration  and  the  forma- 
tion of  an  abdominal  fistula,  which  may  last  for  years,  while  life  is  often 
threatened  in  the  course  of  these  processes,  even  after  the  lapse  of 
months." 

This  quotation  will  give  you  an  idea  of  the  difficulties  to  be  en- 
countered or,  at  least,  to  be  feared.  No  two  of  these  cysts  will  present 
exactly  the  same  complications,  and  the  operation  for  the  removal  of 
an  intraligamentous  cyst  will  differ  in  some  of  its  minor  details  in  each 
individual  case.  In  one  case,  which  I  shall  report  later  on,  I  found  it 
necessary  to  bisect  the  entire  growth  in  order  to  accomplish  its  re- 
moval. The  features  in  every  operation  are  in  the  main  the  same.  Given 
an  intraligamentary  cyst  of  considerable  size,  say,  large  enough  to 
fill  the  pelvic  and  a  portion  of  the  abdominal  cavity,  I  would  describe 
the  operation  as  follows : 

The  abdominal  cavity  is  opened  into  in  the  usual  way;  if  the  tumor 
is  very  tense  and  the  abdominal  wall  rigid,  draw  a  portion  of  the  fluid 
from  the  cyst.  Then  on  the  opposite  side  from  the  growth  I  ligate 
the  Fallopian  tube  and  the  broad  ligament  as  in  a  hysterectomy,  follow 
down  the  side  of  the  uterus,  cut  and  clamp  the  uterine  artery,  peel  the 
bladder  back  from  the  uterus,  amputate  the  cervix,  clamp  the  uterine 
artery  in  the  opposite  side,  and  before  proceeding  to  enucleate  the 
growth  together  with  the  uterus,  clamp  or  ligate  the  ovarian  artery,  if 
possible,  on  the  tumor  side,  seek  the  point  of  cleavage  and  rapidly 
enucleate  the  tumor.  Trim  down  the  sac  and  close  tissues  over  the 
stump  of  the  uterus  with  a  continuous  suture,  as  in  an  abdominal 
hysterectomy  for  fibroid.  There  is  no  danger  of  great  haemorrhage 
and  if  there  are  no  extensive  adhesions  to  the  intestines  or  the  mesentery 
of  the  colon,  there  is  no  special  difficulty  in  the  operation. 

The  operation  in  such  a  case  is  exceedingly  simple,  but  in  larger 
growths,  especially  of  the  papillary  variety,  or  more  particularly  of 
those  that  are  of  the  migrating  or  retroperitoneal  form,  the  complica- 
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lions  are  many  and  will  have  to  be  met  according  to  the  exigencies  of 
the  case;  but  the  general  principle  to  be  observed  in  these  cases  is  the 
same  in  all,  that  is,  to  control  the  ovarian  and  uterine  arteries. 

With  some  of  the  uncomplicated  intraligamentous  cysts,  small  in 
size,  I  have  succeeded  by  simply  ligating  the  broad  ligament  and  ova- 
rian arteries  on  both  sides  of  the  growth  and  then  splitting  the  broad 
ligament  and  peeling  out  the  tumor,  trimming  down  any  redundancy  of 
the  sac  and  bringing  the  edges  together  with  a  continuous  catgut 
suture.  In  a  few  cases  where  this  method  was  pursued,  and  there  was  a 
considerable  pocket,  especially  where  the  growth  pushed  well  down 
into  the  cul-de-sac,  I  have  used  gauze  for  drainage.  In  some  of  the 
very  large  and  complicated  intraligamentous  growths  I  have  found  it 
necessary  to  pack  the  extensive  denuded  space  that  extended  into  the 
cul-de-sac  with  gauze,  and  then  close  it  in  by  stitching  the  portions  of 
the  peritoneal  sac  over  the  gauze  so  as  to  completely  wall  off  the  gauze 
from  the  intestines.  I  then  immediately  make  an  opening  into  the 
vagina,  or,  as  I  did  in  one  case,  wait  48  hours  and,  giving  the  patient  a 
little  chloroform,  make  an  incision  behind  the  cervix  and  remove  the 
gauze  through  the  vagina ;  this  case  made  an  excellent  recovery  I  will 
omit  any  further  description  of  the  treatment  of  intraligamentous 
growths,  as  this  article  is  intended  merely  as  an  abstract  of  my  paper 
on  intraligamentous  growths  now  in  preparation. 

The  following  cases  are  of  interest,  not  merely  because  they  include 
the  first  patient  operated  on  by  the  method  described  by  me,  but  they 
give  some  idea  of  the  difficulties  to  be  met  and  overcome  in  operations 
upon  intraligamentous  growths,  even  by  the  "Improved  Method."  In 
the  Denver  Medical  Times,  November,  1897,  I  reported  some  cases  and 
I  believe  the  first  ones  ever  operated  upon  by  the  "Improved  Method." 
I  believe  I  also  have  the  honor  of  first  describing  the  improved  opera- 
tion for  the  removal  of  intraligamentous  cysts. 

Case  I. — On  April  14,  1897,  Mrs.  B.  was  admitted  to  St.  Anthony's 
hospital ;  age  47,  married,  never  pregnant.  Her  temperature  was  above 
normal,  her  pulse  rapid  and  weak.  She  had  suffered  from  rheumatism 
and  there  were  some  heart  complications.  The  urine  contained  a  con- 
siderable amount  of  albumin,  but  her  condition  was  such  that  an  opera- 
tion was  deemed  imperative.  Chloroform  was  chosen  as  the  anesthetic. 
The  abdominal  cavity  was  opened  and  revealed  a  small  interstitial 
fibroid,  in  the  left  side  an  intraligamentous  cyst  the  size  of  a  large 
cocoanut,  in  the  right  side  an  abscessed  ovary  and  pus  tube.  The  pus 
tube  and  abscessed  ovary  were  removed  as  a  preliminary  step  in  the 
operation.    There  were  very  extensive  adhesions  about  the  uterus.  I 
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was  not  sure  of  the  exact  nature  of  the  growth  in  the  left  side,  but 
finding  it  impossible  to  remove  this  except  possibly  by  splitting  the 
capsule  and  enucleation,  and  believing  that  this  would  be  a  long  and 
tedious  operation,  with  perhaps  a  great  amount  of  hemorrhage,  I 
decided  to  do  a  hysterectomy.  I  quickly  clamped  and  cut  the  uterine 
artery  in  the  right  side,  made  the  bladder  flap,  amputated  the  uterus, 
secured  the  uterine  and  ovarian  arteries  on  the  left  side  and  enucleated 
the  cyst.  The  left  side  of  the  broad  ligament  and  the  stump  of  the 
uterus  were  easily  covered,  using  a  continuous  catgut  suture.  I  left 
drainage  in  the  right  side  through  the  abdominal  wall.  The  patient 
took  the  anesthetic  poorly.  She  died  twelve  hours  after  the  operation. 
This  operation  gave  me  my  first  notion  of  removing  complicated  intra- 
ligamentous cysts  by  the  method  styled,  in  my  article  published  in  the 
Denver  Medical  Times,  "An  Improved  Method  for  the  Removal  of 
Intraligamentous  Cysts." 

Case  II. — On  June  10,  1897,  a  woman  entered  St.  Anthony's  Hos- 
pital, service  of  Dr.  C.  K.  Fleming.  Her  trouble  was  diagnosed,  by 
Dr.  Fleming  and  myself,  to  be  an  intraligamentous  cyst.  On  June  nth, 
Dr.  Fleming,  assisted  by  me,  operated.  The  cyst  proved  to  be  intra- 
ligamentous. The  doctor  proceeded  in  the  usual  way  to  enucleate.  The 
tumor  ruptured  and  the  fluid  escaped  into  the  pelvic  cavity,  while  the 
walls  of  the  tumor  collapsed.  The  adhesions  were  firm  and  the  patient 
was  not  in  a  condition  to  withstand  a  severe  surgical  operation,  par- 
ticularly one  attended  with  great  loss  of  blood.  Remembering  my  ex- 
perience with  the  case  just  reported,  I  suggested  to  the  doctor  to  tie 
the  ovarian  artery  on  the  opposite  side  and  to  proceed  as  in  an  ordinary 
hysterectomy.  In  a  few  minutes  Dr.  Fleming  had  practically  com- 
pleted the  operation.  We  neglected,  however,  to  control  the  ovarian 
artery  on  the  cyst  side,  and  this  gave  rise  to  considerable  hemorrhage 
during  the  enucleation.  The  capsule  or  redundancy  of  tissue  was 
trimmed  down  and  the  wound  closed  by  a  continuous  suture  in  the 
manner  of  an  abdominal  hysterectomy.  The  patient  made  a  rapid  and 
uninterrupted  recovery.* 

Case  III. — June  10,  1897,  Mrs.  A.,  Leadville,  Colorado,  entered  St. 
Anthony's  Hospital  and  was  placed  in  my  service.  She  had  a  large 
growth  filling  the  pelvic  and  lower  portion  of  the  abdominal  cavity; 
much  larger  on  the  right  side.    June  19th,  patient  under  the  influence 

*  Dr.  Fleming  operated  on  another  patient  a  few  days  later,  assisted  by  me, 
completing  all  the  detail  and  technique  of  the  ideal  operation  as  it  is  done  to-day. 
To  Dr.  Fleming,  therefore,  is  due  the  credit  of  having  first  removed  an  intraliga- 
mentous cystoma  by  the  improved  method. 
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of  an  anaesthetic,  the  abdominal  cavity  was  opened.  The  growth  proved 
to  be  an  intraligamentous  cyst.  The  patient  was  anaemic  and  ema- 
ciated and  certainly  not  in  a  condition  to  withstand  a  severe  surgical 
operation.  Dr.  Fleming  assisting  me,  I  ligated  the  left  ovarian  artery 
and  divided  the  broad  ligament  down  to  the  uterine  artery,  which  was 
clamped  and  cut;  the  bladder  was  pushed  back  and  the  uterus  ampu- 
tated. The  right  uterine  artery  was  cut  and  Dr.  Fleming  quickly 
caught  it  up  with  a  pair  of  hemostatic  forceps.  The  uterus  and  the 
tumor  were  easily  and  quickly  enucleated.  The  simplicity  of  this 
operation  impressed  both  of  us  and  we  wondered  why  we  had  not 
thought  of  it  before,  or  that  if  any  one  else  had  resorted  to  the  method 
why  they  had  not  called  the  attention  of  the  profession  to  its  merits. 
There  was  practically  no  haemorrhage.  The  right  ureter  came  into  view 
but  was  pushed  aside  unharmed ;  the  peritonaeal  tissue  sac  was  trimmed 
down  until  just  sufficient  was  left  to  form  a  strong  lining  to  the  pelvis, 
and  this  was  brought  together  by  a  'continuous  catgut  suture.  The 
patient  suffered  no  inconvenience  after  the  operation  and  made  an 
excellent  recovery.  During  the  month  of  June,  1897,  I  operated  upon 
a  second  case  with  a  similar  growth,  though  not  so  large.  The  same 
method  was  pursued  and  the  patient  did  well. 

These  cases,  except  the  No.  1,  were  reported  in  my  article  in  the 
Denver  Medical  Times,  November,  1897.  Since  then  I  have  operated 
for  not  less  than  thirty  intraligamentous  growths,  five  of  which  were 
fibroids. 

I  remarked  in  the  article  above  referred  to  that  in  all  probability 
this  method  was  not  a  new  operation,  that  possibly  others  were  re- 
moving intraligamentous  cysts  by  a  similar  process.  I  claimed  nothing 
for  it  except  that  the  method  of  procedure  was  new  to  Dr.  Fleming  and 
myself,  and  that  I  simply  desired  in  presenting  the  cases  to  call  the 
attention  of  abdominal  surgeons  to  what  to  us  was  an  improved  method 
of  dealing  with  intraligamentous  cysts,  and  that  I  believed  the  modi- 
fication would  greatly  reduce  the  mortality  following  the  removal  of 
such  growths.   I  summarized  as  follows: 

First.    There  is  very  little  haemorrhage. 

Second.    The  operation  is  simplified. 

Third.    The  patient  makes  a  quick  recovery. 

Fourth.    There  are  no  bad  sequelae. 

Fifth.    The  mortality  is  reduced. 

Sixth.    It  is  a  perfect  operation. 

Since  operating  more  extensively  T  have  found  that  the  operation 
does  not  overcome  all  the  difficulties  encountered  in  removing  the  most 
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complicated  of  these  intraligamentous  neoplasms.  In  order  to  further 
illustrate  I  will  report  a  few  recent  cases : 

Case  IV . — Mrs.  X.,  aged  47  years,  married,  never  pregnant.  Very 
anaemic  and  confined  to  her  bed  for  past  three  months.  Admitted  to 
St.  Anthony's  Hospital  December,  1897.  She  had  for  a  long  time 
been  cognizant  of  the  fact  that  she  had  a  fibroid.  Several  years  ago  this 
diagnosis  was  made  in  Chicago  and  operation  advised.  Three  months 
prior  to  her  admission  to  the  hospital  she  was  taken  with  severe  pain 
in  the  pelvic  region  followed  by  some  symptoms  of  collapse;  later  on 
this  was  followed  by  a  chill  and  rise  of  temperature.  At  the  time  she 
was  admitted  to  the  hospital  her  abdomen  was  quite  tender,  tempera- 
ture above  normal,  pulse  110  to  118.  The  entire  abdomen  on  the  right 
side  was  distended  with  a  large  growth  up  to  and  under  the  ribs,  so 
that  the  liver  was  pushed  upward  and  the  ribs  bulged  out  on  the  right 
side.  The  growth  extended  over  to  the  left  side,  but  the  distention 
was  not  so  marked  on  this  side  as  on  the  other.  The  patient  was  in 
a  very  desperate  condition.  Operation  was  advised  as  offering  the  only 
possible  chance  of  recovery.  The  incision  was  made  in  the  median  line 
txtending  from  the  umbilicus  down  to  the  symphysis.  An  intraliga- 
mentous, or  more  properly  speaking,  a  retroperitonaeal  fibroid  was  dis- 
covered. In  order  that  I  might  work  more  rapidly,  the  incision  was 
extended  for  three  inches  above  the  umbilicus.  The  uterus  was  found 
to  be  pushed  upward  and  over  into  the  left  side.  It  was  small  and  not 
specially  involved  in  the  growth.  Believing  that  I  would  have  less 
haemorrhage,  I  pursued  the  plan  adopted  by  me  in  dealing  with  intra- 
ligamentous cysts.  I  tied  the  broad  ligament  and  secured  the  uterine 
artery  in  the  left  side  and  separated  the  bladder  as  far  as  possible,  then 
seeking  what  seemed  to  be  the  most  favorable  place  for  enucleation,  I 
divided  the  capsule  of  the  growth  and  working  downward  toward  the 
uterus  and  bladder,  made  an  effort  to  secure  the  Fallopian  tube,  thereby 
getting  at  the  ovarian  artery,  and  also  to  control  the  uterine  artery  in 
the  right  side.  These  objects  were  attained  after  considerable  difficulty. 
The  capsule  was  then  slit  further  upward  and  the  tumor  rapidly  enu- 
cleated. Notwithstanding  the  fact  that  the  main  arteries  were  ligated, 
there  was  a  considerable  amount  of  bleeding,  especially  from  points  where 
the  tumor  was  attached  to  the  colon.  The  capsule  was  trimmed  and 
brought  together  with  a  continuous  suture,  and  the  abdomen  was  closed. 
The  operation  lasted  one  hour  and  forty  minutes,  in  spite  of  the  fact 
that  we  endeavored  to  do  rapid  work.  The  growth  was  the  largest 
fibroid  of  this  character  that  I  have  ever  removed,  weighing  something 
ever  40  pounds.   Upon  inspection  and  incision  in  the  neoplasm  after  its 
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removal  I  found  the  center  filled  with  decomposed  blood.  The  tumor 
had  undergone  considerable  softening  in  the  center,  which  accounted  for 
the  patient's  septic  condition. 

The  woman  rallied  fairly  well  from  the  anesthetic.  Twenty-four 


hours  after  the  operation  pulse  ranged  from  105  to  120,  temperature 
slightly  above  ioo°.  Beyond  the  fact  that  the  pulse  continued  at  some- 
thing like  120  for  the  next  day  and  the  slight  rise  of  temperature  there 
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were  no  special  complications  in  the  case.  At  the  end  of  the  second 
day  she  developed  intestinal  paresis  and  died  twenty-four  hours  later. 
(See  Figure  I.) 

Case  V. — Mrs.  R.  D.  M.,  age  33,  married,  multipara;  entered  St. 
Anthony's  Hospital  June  15,  1898.  She  was  anaemic  and  septic.  Tem- 
perature 1020,  pulse  110.  For  more  than  a  year  the  patient  had  noticed 
a  gradual  enlargement  of  the  abdomen.  No  disturbance  in  the  men- 
struation, except  that  she  had  not  flowed  for  three  months.  About  a 
month  before  she  was  admitted  to  the  hospital  she  had  severe  pain  in 
abdomen ;  later  on  she  had  headache,  and  considerable  pain  with  con- 
stant daily  rise  of  temperature.  Diagnosis,  suppurating  ovarian  cyst ; 
operation  June  16,  1898.  Upon  opening  into  the  abdomen  the  diag- 
nosis was  confirmed  except  that  the  growth  proved  to  be  intraliga- 
mentous. The  only  special  complications  were  that  the  tumor  con- 
tained products  of  inflammation,  also  extensive  adhesions.  The  tumor 
was  removed  by  hysterectomy  and  enucleation;  the  abdominal  cavity 
was  thoroughly  flushed  and  dried;  the  denuded  surface  and  the  stump 
of  the  uterus  were  covered  in  the  usual  way  and  the  abdomen  closed 
without  drainage.  She  made  an  excellent  recovery  and  was  discharged 
in  good  condition  July  8,  1898,  less  than  three  weeks  from  date  of 
operation. 

Case  VI. — Mrs.  Mac,  age  28,  Swede,  married  two  years,  never 
pregnant.  Admitted  to  St.  Anthony's  Hospital  June  15,  1898.  Had 
always  enjoyed  most  excellent  health  until  seven  months  prior  to  ad- 
mission to  the  hospital,  when  she  experienced  pain  during  her  men- 
strual period.  Flow  became  scanty  and  steadily  diminished  until  four 
months  ago,  when  menstruation  ceased  entirely.  The  abdomen  began 
to  enlarge  with  the  first  disturbance  of  menstruation.  During  the  past 
seven  months,  and  since  the  first  disturbance  of  menstruation,  the 
patient  had  presented  many  of  the  symptoms  of  pregnancy,  such  as 
morning  sickness,  enlargement  of  the  abdomen,  increase  in  size  of  the 
mammary  glands,  and  discoloration  of  the  vulva.  Upon  examination 
the  abdomen  was  found  distended  fully  as  large  as  a  full  term  preg- 
nancy; examination  revealed  a  large  tumor;  fluctuation  was  easily  rec- 
ognized. The  patient  believed  herself  pregnant.  After  a  careful  study 
of  her  case  I  decided  that  she  was  not  pregnant  and  that  the  growth 
was  probably  an  intraligamentous  cyst.  Operation  was  performed 
June  16,  1898.  This  patient  and  the  one  just  reported  were  operated 
on  the  same  day,  this  one  in  the  afternoon  and  the  other  in  the  forenoon. 
Upon  opening  the  abdomen  there  was  no  difficulty  in  recognizing  that 
we  had  to  deal  with  an  intraligamentous  cyst,  but  a  growth  apparently 
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of  the  retroperitonaeal  variety.  It  pushed  up  from  the  cul-de-sac, 
crowding  up  the  broad  ligament  and  carrying  the  intestines  in  front 
of  it.  It  was  rather  more  to  the  right  side  than  to  the  left,  although 
the  abdomen  was  pretty  well  filled,  the  intestines  being  pushed  to 
the  front  and  high  up.  The  method  followed  in  the  other  operations 
was  pursued*  in  this  case  in  the  main.  There  was  considerable  oozing, 
and  a  number  of  small  blood  vessels  besides  the  ovarian  and  uterine 
arteries  had  to  be  secured  by  ligatures  or  torsion,  but  the  tumor  once 
out,  the  capsule  very  readily  and  completely  covered  in  the  denuded 
surface.  For  fear  of  haemorrhage  or  that  there  might  be  more  oozing 
than  usual,  a  small  gauze  drainage  was  brought  out  through  the  ab- 
dominal wall.  The  lower  end  of  the  gauze  was  pushed  down  into  the 
cul-de-sac  space.  The  drainage  was  removed  at  the  end  of  thirty-six 
hours ;  there  had  been  no  haemorrhage.  Patient  left  the  hospital  July  14, 
1898,  about  four  weeks  from  date  of  operation.  I  have  seen  her  a 
number  of  times  since,  and  she  has  never  complained  of  any  disturb- 
ance, nervous  or  otherwise.    (See  Figure  2.) 

Case  VII. — Mrs.  M.,  admitted  to  St.  Anthony's  Hospital  November 
I,  1898.  Supposed  to  be  suffering  from  abdominal  ascites.  Her  ob- 
domenwas  enormously  distended,  feet  and  limbs  swollen  and  cedematous. 
Examination  of  the  urine,  negative;  ovarian  cystoma  diagnosed;  intra- 
ligamentous cyst  not  suspected.  Patient  operated  on  November  3,  1898. 
Abdomen  opened,  cyst  tapped,  which  proved  to  be  multilocular  and 
intraligamentous.  The  uterus  was  separated  from  the  bladder  and  am- 
putated in  the  usual  way.  The  cyst  had  dissected  its  way  down  into 
the  cul-de-sac,  separating  the  posterior  wall  of  the  vagina  from  the 
rectum.  There  was  no  special  difficulty  in  the  operation,  except  con- 
trolling the  haemorrhage  in  the  right  side,  due  to  the  difficulty  in  se- 
curing the  blood-vessels  of  the  broad  ligament.  It  was  necessary  in 
this  case  to  place  some  gauze  in  the  deep  pocket  from  which  the  growth 
was  enucleated.  There  was  a  considerable  amount  of  oozing.  The 
drainage  was  removed  on  the  third  day  and  a  rubber  tube  placed  in 
the  opening  and  left  there  ten  days.  Patient  left  the  hospital  four 
weeks  after  the  operation  in  good  condition.  I  heard  from  her  one 
month  later  and  she  was  all  right ;  since  then  I  have  lost  track  of  her. 

Case  VIII. — Mrs.  E.,  admitted  to  St.  Anthony's  Hospital  March 
27,  1899;  age  31;  married,  mother  of  four  children;  menstruation  al- 
ways regular  and  normal  in  every  respect.  Ten  months  prior  to  her 
admission  to  the  hospital  she  noticed  swelling  of  the  lower  portion  of 
the  abdomen.  Within  the  last  few  months  this  enlargement  had  in- 
creased rapidly.    The  growth  had  so  encroached  upon  the  diaphragm, 
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lungs  and  other  pelvic  organs  that  the  patient  had  difficulty  in  breath- 
ing and  was  obliged  to  remain  in  bed  most  of  the  time.  Ovarian  cys- 
toma was  diagnosed,  probably  intraligamentous,  right  side.  Operation 
March  30,  three  days  after  admission  to  the  hospital.    The  abdominal 


incision,  made  in  the  usual  way,  revealed  a  large  intraligamentous  cyst, 
multilocular,  filling  the  entire  pelvic  and  abdominal  cavity.  It  was 
firmly  attached  to  the  sigmoid  and  colon. 


4o 


There  was  nothing  to  specially  guide  me  in  locating  the  Fallopian 
tubes.  Splitting  the  capsule,  proceeding  cautiously  I  located  the  left 
Fallopian  tube  and  clamped  this  together  with  the  ovarian  artery,  then 
by  careful  manipulation  and  enucleation,  drawing  the  fluid  from  the 
cyst  I  was  enabled  to  enucleate  and  exoose  the  right  side  of  the  uterus. 
This  done,  I  quickly  cut  and  clamped  the  uterine  artery.  Ascertaining 
the  location  of  the  bladder,  this  was  separated  and  the  uterus  ampu- 
tated and  the  artery  in  the  opposite  side  ligated.  It  was  necessary 
then  to  almost  complete  the  enucleation  before  it  was  possible  to  secure 
the  ovarian  blood  vessels  in  the  other  side.  After  enucleation  a  pedicle 
was  formed  of  a  portion  of  the  cyst  which  included  the  Fallopian  tube. 
A  very  extensive  denuded  surface  was  left.  Both  ureters  during  the 
operation  were  exposed  but  no  injury  was  done  to  them.  One  feature 
which  astonished  me  very  much  was  that  while  there  was  considerable 
oozing  there  was  no  haemorrhage  that  one  need  fear.  Trimming  care- 
fully the  sac,  I  succeeded  in  closing  and  covering  in  completely  this 
denuded  surface;  it  was  necessary,  however,  to  use  some  of  the  omen- 
tum to  afford  perfect  protection.  The  abdomen  was  closed  without 
drainage.  Her  convalescence  was  absolutely  perfect  and  she  left  the 
hospital  seventeen  days  after  the  operation,  and  has  since  enjoyed  good 
health,  except  for  some  of  the  usual  symptoms  that  follow  the  removal 
of  the  uterus  and  its  adnexa.  The  ovarian  extract  given  in  five-grain 
doses  three  times  a  day  has  rendered  her  quite  comfortable  in  this 
respect. 

Case  IX. — Mrs.  L.,  age  36,  married  seven  years,  never  pregnant. 
Menstruation  always  normal  previous  to  present  illness,  which  dates 
back  six  years,  at  which  time  patient  noticed  that  the  menses  were  very 
irregular.  At  times  flow  would  be  scanty  and  last  from  two  to  four 
weeks ;  at  other  times  flow  would  be  very  profuse  and  continue  at  ir- 
regular-intervals  for  a  month  or  more.  About  the  time  of  the  irregular 
menstruation  patient  experienced  constant  pain  in  left  side  of  pelvis.  A 
little  later  abdomen  began  to  rapidly  enlarge.  On  three  different  occa- 
sions during  the  last  three  years  the  abdomen  had  been  punctured  with 
trocar  and  a  large  quantity  of  fluid  withdrawn.  A  few  months  prior 
to  date  of  admission  to  the  hospital  patient  experienced  severe  pain 
in  abdomen,  which  flattened  out,  and  the  patient  went  in  collapse.  She 
was  treated  by  Dr.  Jarecki,  who  diagnosed  a  ruptured  cyst.  The  pa- 
tient, after  a  rest  of  a  week  or  ten  days,  was  up  and  about  her  work. 
On  the  day  of  her  admission  to  the  hospital  a  large  growth,  fully  as 
large  as  an  ordinary  seven  months'  pregnancy  was  detected ;  fluctua- 
tion was  doubtful.    Operation  July  24,  1899.    Upon  opening  the  abdo- 
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men  there  was  no  difficulty  in  recognizing  an  intraligamentous  cyst  pre- 
senting many  complications.  It  was  impossible  to  locate  the  ovaries  or 
tubes  or  the  uterus.  The  cyst  was  emptied.  It  was  unilocular,  except 
for  a  few  small  cysts  inside  of  the  large  one.  On  the  left  side  the  cyst 
walls  seemed  to  form  a  part  of  the  rectum,  the  sigmoid  and  colon ;  in  the 
right  side  it  pushed  well  over  into  the  region  of  the  kidney  and  there 
were  some  other  complications.  After  evacuating  the  cyst  I  located 
the  bladder,  split  the  capsule  of  the  cyst  and  by  careful  manipulation 
separated  the  bladder  and  in  this  way  was  able  to  discover  the  uterus. 
Carefully  peeling  the  growth  from  the  upper  surface  of  the  uterus,  lo- 
cating the  fundus  and  bisecting  the  uterus  well  down  to  the  vaginal 
junction,  I  amputated  each  side  and  secured  the  uterine  arteries  on 
both  sides,  disjoined  the  uterus  and  isolated  the  growth  up  to  the  junc- 
tion of  the  Fallopian  tubes.  In  this  way  I  was  able  to  trace  out  the 
Fallopian  tubes  and  secure  the  lateral  blood-vessels  in  these  parts. 
After  that  the  operation  was  not  difficult  except  for  the  breaking  up 
of  adhesions  from  the  intestine ;  a  portion  of  a  gut  was  denuded  and 
gave  rise  to  some  haemorrhage.  A  few  ligatures  were  necessary  in 
separating  some  of  the  adhesions  to  the  mesentery  of  colon.  When  the 
tumor  was  removed  I  found  it  necessary  to  use  some  of  the  omentum  in 
covering  the  exposed  or  denuded  surface  of  the  intestine.  A  very  large 
space  dipping  down  deep  behind  the  cervix  was  left,  but  by  using  hot 
water  and  compression,  drying  the  parts  thoroughly,  there  was  prac- 
tically no  haemorrhage.  I  finally  decided  to  cover  in  this  cavity  by 
the  usual  method,  which  I  succeeded  in  doing  to  my  perfect  satisfac- 
tion, and  abdomen  was  closed  without  drainage.  There  was  some 
irritation  of  the  bladder,  which  caused  painful  and  frequent  micturition. 
Patient  was  discharged  August  27th,  a  little  more  than  four  weeks  after 
the  operation.  She  suffered  considerably  from  hot  flushes  and  other 
nervous  disturbances,  but  these  were  somewhat  ameliorated  by  the  use 
of  the  ovarian  extract. 

Case  X. — Mrs.  S.,  age  57,  married,  never  pregnant,  very  anaemic, 
admitted  to  St.  Anthony's  Hospital  July  27,  1899.  Diagnosis,  intra- 
ligamentous papillary  cystoma.  This  patient,  six  years  prior  to  her  ad- 
mission to  the  hospital,  was  operated  on  in  Cleveland,  Ohio,  by  a 
prominent  operator,  who,  after  opening  the  abdomen  and  evacuating  the 
cyst,  abandoned  the  operation ;  since  that  time  she  has  been  tapped  or 
aspirated  a  dozen  times.  Examination  of  urine  showed  a  considerable 
quantity  of  albumin.  The  patient's  general  health  seemed  fairly  good 
except  for  the  size  of  the  growth,  which  made  it  difficult  for  her  to  get 
about.    She  complained  of  distressing  palpitation  of  the  heart,  and  the 
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house  physician  reported  a  heart  murmur.  Operation  July  31,  1899. 
Upon  opening  the  abdomen  a  papillomatous  multilocular  growth  was 
discovered.  The  right  ovary  was  about  the  size  of  a  cocanut  and  looked 
much  like  a  cauliflower,  except  that  it  was  more  the  shape  of  a  cocanut. 
It  had  a  distinct  pedicle,  which  was  tied  and  removed.  The  right  kidney 
was  much  like  the  ovary  except  for  being  flat ;  it  was  movable.  A  large 
intraligamentous  growth  started  from  the  left  side  and  pushed  up  be- 
hind the  uterus,  and  fluctuation  could  readily  be  detected  in  the  vagina. 
On  the  left  side  it  extended  up  behind  the  colon  pretty  well  to  the  dia- 
phragm. The  uterine  arteries  and  blood-vessels  on  the  right  side  of  the 
uterus  were  secured  and  ligated  and  the  bladder  pushed  out  of  the  way 
and  the  uterus  amputated,  but  after  this  was  done  it  was  almost  im- 
possible to  accomplish  anything  in  the  way  of  enucleating  the  cyst.  I 
finally  succeeded  in  getting  sufficient  enucleated  to  secure  the  uterine 
and  ovarian  arteries,  and  I  freed  the  growth  pretty  well  from  all  its  ad- 
hesions except  down  towards  the  rectum.  The  cyst  was  amputated  at 
this  point  leaving  a  large  pocket  that  extended  pretty  nearly  to  the 
vulva.  Inside  of  this  sac  or  pocket  there  was  another  papillary  growth 
about  the  size  of  an  ordinary  cocoanut.  I  clamped  the  pedicle  with  a 
pair  of  heavy  forceps,  crushing  the  pedicle  and  separating  the  growth. 
The  cavity  was  then  filled  carefully  with  iodoform  gauze,  wrapped  in 
sterilized  gauze,  the  end  of  which  was  allowed  to  protrude  from  the 
abdominal  cavity.  All  other  portions  of  the  pelvic  cavity  that  were 
denuded  were  carefully  covered  in  as  best  we  could  with  the  capsule 
and  other  tissue.  The  abdomen  closed,  the  patient  rather  imperfectly 
recovered  from  the  chloroform.  She  did  fairly  well  until  the  end  of 
forty-eight  hours,  when  she  was  taken  with  violent  vomiting,  at  first 
light  in  character,  then  dark,  and  finally  coffee-ground,  and  she  died 
within  about  eight  hours  after  the  onset  of  emesis. 

Case  XI. — Mrs.  N.,  age  39,  married,  never  pregnant,  very  anaemic. 
Admitted  to  St.  Anthony's  Hospital  August  4,  1899.  Always  enjoyed 
excellent  health  until  eight  months  ago,  when  she  had  an  attack  of  in- 
flammation of  the  bowels,  as  she  expressed  it.  Later  she  noticed  bloat- 
ing of  her  abdomen,  which  increased  in  size  from  that  time  on.  She  felt 
perfectly  well  except  for  the  inconvenience  of  the  enormously  distended 
abdomen.  Examination  of  the  urine  showed  a  trace  of  albumin.  Tem- 
perature 990,  pulse  90.  Diagnosis,  ovarian  cystoma,  probably  intraliga- 
mentous. Operation  August  8,  1899.  Incision  of  the  abdomen  revealed 
a  bilateral  intraligamentous  growth,  completely  filling  the  pelvic  and 
abdominal  cavity,  apparently  tied  to  everything  inside  of  the  abdominal 
cavity,  pushing  up  behind  the  mesentery  of  the  colon,  to  which  it  was 


Intraligamentous  Growths. 


43 


closely  attached.  Evacuating  two  of  the  largest  cysts  and  extending  the 
incision  from  the  symphysis  to  the  ensiform  cartilage  I  was  able  to  work 
moderately  well  inside  of  the  abdominal  cavity,  but  there  were  no  land- 
marks by  which  I  could  possibly  recognize  ovaries,  tubes,  uterus  or 
bladder  attachment.  The  abdominal  cavity  was  filled  from  one  kidney 
across  to  the  other,  from  the  deepest  portion  of  the  cul-de-sac,  pushing 
up  the  peritonaeum  and  broad  ligaments  considerably  above  the  umbil- 
icus. I  finally  decided  to  bisect  the  growth  in  the  right  half,  which  was 
the  larger  part  of  the  tumor;  I  proceeded  by  gradually  splitting  the 
capsule  and  dissecting  the  tumor,  and  then  splitting  the  capsule  and 
keeping  over  towards  the  median  line  I  finally  located  the  body  of  the 
uterus  and  the  right  Fallopian  tube ;  then  tying  the  growth  and  ligating 
portions  of  the  capsule  and  controlling  the  haemorrhage,  I  ultimately 
succeeded  in  completely  bisecting  the  tumor  close  to  the  uterus  on  the 
right  side;  then  by  careful  dissection  and  enucleation  I  peeled  the  por- 
tion of  the  tumor  to  the  right  side  out  until  I  had  it  down  to  a  narrow 
portion  which  I  ligated  and  removed.  Then  following  up  my  dissec- 
tion towards  the  left  side,  I  located  the  fundus  of  the  uterus,  pushed 
back  the  bladder  with  difficulty  and  with  trepidation  severed  the  uterine 
artery  and  amputated  the  cervix.  I  found  the  left  portion  of  tumor 
still  more  difficult  to  remove;  it  extended  further  up  on  the  left  side, 
and  its  attachment  to  the  rectum,  to  the  sigmoid  and  to  the  colon  and 
omentum,  and  to  almost  everything  else  made  it  the  most  difficult  task 
that  I  had  ever  undertaken.  Finally  I  succeeded  in  securing  the  blood 
vessels  of  the  broad  ligament  and  removed  the  entire  growth  with  the 
uterus.  Behind  the  cervix  and  in  the  pelvis  where  I  had  enucleated 
the  tumor  was  a  denuded  surface  as  large  as  the  pelvic  cavity  itself. 
There"  was  considerable  oozing,  but  the  bleeding  was  not  extensive  at 
any  one  point,  notwithstanding  the  great  amount  of  denudation,  show- 
ing again  the  advantage  of  this  method  of  operating.  I  decided  to  fill 
the  cul-de-sac  with  iodoform  gauze  wrapped  in  plain  sterilized  gauze. 
I  took  a  long  piece  of  this  gauze,  about  two  feet  in  length,  folded  so  that 
it  was  about  three  inches  wide,  and  then  placing  the  end  of  this  in  the 
bottom  of  the  cul-de-sac  and  folding  the  gauze  upon  itself  until 
this  entire  space  was  filled  pretty  nearly  up  to  the  brim  of  the  pelvis, 
I  stitched  the  bladder  flap  first  over  the  cervix,  and  then  the  broad  liga- 
ment, peritonaeum  and  mesentery  of  the  colon  and  other  portions  of 
the  capsule  together  with  the  omentum,  thus  covering  in  the  gauze ; 
at  the  same  time  it  covered  the  cervix  and  all  denuded  surfaces.  I 
used  a  continuous  catgut  suture.  The  ureters  I  carefully  examined 
and  found  that  no  damage  had  been  done  to  them.   The  patient,  strange 
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to  say,  suffered  very  little  shock.  She  rallied  promptly  from  the  anaes- 
thetic, although  she  had  been  on  the  operating  table  one  hour  and  forty 
minutes.  There  was  no  vomiting.  Her  pulse,  twelve  hours  after  the 
operation,  was  100  and  temperature  normal.  Forty-eight  hours  after 
the  operation  I  administered  a  little  chloroform,  put  the  patient  on  the 
table  and  with  a  pair  of  serrated  scissors,  clipped  the  vaginal  vault 
just  behind  the  cervix,  pushed  in  the  scissors  and  caught  the  gauze 
between  the  serrate  blades  and  drew  the  end  of  it  into  the  vagina.  I 
allowed  this  to  remain  for  twenty-four  hours,  when  I  removed  about 
one-half  of  the  gauze.  At  the  end  of  another  twenty-four  hours  the 
remainder  was  taken  out  and  the  cavity  washed  out  with  salt  solution. 
There  was  no  haemorrhage,  but  quite  a  little  bloody  serum  came  away 
with  the  first  portion  of  the  gauze.  Patient  made  a  very  good  recovery 
and  was  discharged  September  12,  1899,  about  five  weeks  from  date  of 
operation.  She  is  feeling  well,  temperature  is  normal  and  she  attends 
to  her  own  household  duties.  She  has  had  some  nervous  disturbances, 
and  has  derived  considerable  benefit  in  this  respect  from  the  ovarian 
extract. 


Nausea  and  Vomiting  of  Pregnancy. 


4  5 


ON  THE  ETIOLOGY  OF  THE  NAUSEA  AND  VOMITING 
OF  PREGNANCY.* 

By  David  James  Evans,  M.D., 

Lecturer  in  Obstetrics,  McGill  University,  Montreal,  Canada;  Fellow  of  the  Obstetrical  Society, 

London,  England. 

The  purpose  of  this  preliminary  paper  is  to  advance  a  theory,  which 
seems  to  be  founded  on  sound  physiological  grounds,  of  the  causation 
of  the  nausea  and  vomiting  of  pregnancy. 

In  a  brief  review  of  the  somewhat  copious  recent  literature  of  the 
subject  I  have  been  unable  to  find  anything  which  leads  me  to  think 
that  the  theory  which  I  wish  to  advance  is  other  than  new. 

The  vomiting  of  pregnancy  is  usually  divided  into  two  classes, 
namely:  the  mild  or  physiological;  and  the  severe  or  pathological,  hy- 
peremesis  gravidarum.  The  mild  form,  with  which  this  paper  partic- 
ularly has  to  deal,  occurs  in  the  vast  majority  of  cases  of  pregnancy. 

In  a  brief  paper  it  is  impossible  to  refer  to  the  various  theories  which 
have  been  advanced  from  time  to  time  in  explanation  of  the  origin  of 
this  vomiting  of  pregnancy.  That  there  exists  in  the  pregnant  woman 
a  condition  of  exaltation  of  nervous  tension  all  are  agreed.  A  few 
consider  that  the  origin  lies  in  direct  irritation  of  the  medullary  cen- 
ters by  toxic  material  circulating  in  the  maternal  blood.  Others  ex- 
plain the  irritation  as  originating  peripherally,  either  in  uterine  con- 
tractions or  in  abnormal  states  of  the  gastro-enteric  tract. 

Exactly  how  conditions  about  the  uterus  give  rise  to  peripheral  irri- 
tation has  been  variously  explained.  Mechanical  pressure  of  the  en- 
larging uterus  on  the  nerves  of  the  pelvic  ganglion;  stretching  of  the 
muscle  fibers  of  the  uterus  causing  pressure  on  the  nerves;  versions 
and  flexions  of  the  pregnant  organ;  ovarian  irritation  from  uterine 
pressure;  diseased  conditions,  as  endrometritis,  cellulitis,  endocervicitis, 
etc.,  have  all  been  advanced  as  factors  in  the  production  of  this  irrita- 
tion. Gastric  ulcer,  gastritis  and  various  abnormal  conditions  of  the 
large  and  small  bowel  have  also  been  advanced  as  possible  sources  of 
the  peripheral  irritation. 

Dirmoser,1  as  the  result  of  a  careful  examination  of  the  urine  in  six 
cases  of  hyperemesis  gravidarum,  comes  to  the  conclusion  that  intoxi  • 
o.tion  is  the  cause  of  the  severe  symptoms.    As  to  the  production  of 

*  Read  before  the  Montreal  Med.-Chir.  Society,  Nov.  10,  1899. 


46 


David  James  Evans,  M.D. 


the  intoxication,1  he  advances  the  following  elaborate  hypothesis : 
"Through  the  increase  in  size  of  the  uterus  the  motor  nerves  of  that  or- 
gan, the  sympathetic  and  the  vagus,  are  at  once  mechanically  irritated. 
They,  being  irritated,  bring  about  respectively  contractions  of  the  ute- 
rus and  of  the  stomach.  Irritation  of  the  vagus  increases,  however, 
the  secretion  of  the  gastric  juice,  and  also  the  mucous  production,  so 
that  the  alkaline  mucus  frequently  neutralizes  the  gastric  juice,  which 
is  often  observed  in  cases  of  hyperemesis.  These  changes  form  a  pre- 
disposition to  the  formation  of  toxines,  which  is  still  more  increased 
by  the  atony  of  the  whole  intestinal  tract,  which  is  present  in  all  severe 
cases."  Dirmoser  thus  considers  that  the  uterine  contractions  are  the 
result  of  irritation  due  to  mechanical  pressure  of  the  enlarged  uterus 
upon  the  motor  nerves  of  that  organ,  and  that  the  contractions  so  pro- 
duced are  evidently  pathological. 

I  cannot  do  better  than  quote  verbatim  the  summary  of  the  pres- 
ent views  as  to  the  explanation  of  vomitus  gravidarum  which  is  given 
in  Progressive  Medicine  for  September,  1899. 2 

"The  possible  ways  of  explaining  vomitus  gravidarum  are:  (a) 
Direct  vomiting  may  be  produced  by  an  abnormal  condition  of  thr 
vomiting  center,  due  either  to  the  irritating  effects  of  chemical  sub- 
stances, toxines,  etc.,  circulating  in  the  blood,  or  to  nutritional  changes 
caused  by  variations  in  blood  pressure  in  the  medulla,  or  to  other 
circulatory  changes.  (b)  Reflex  vomiting  may  be  produced  by 
sufficiently  powerful  impulses  sent  from  the  genital  tract,  causing  an 
irritation  of  the  vomiting  center.  (c)  Vomiting  may  be  produced 
by  a  combination  of  influences  affecting  the  vomiting  center  both  di- 
rectly and  reflexly.  (d)  The  psycopathical  factor  may  be  important, 
as  in  the  vomiting  of  hysteria. 

"We  must  assume  that  in  two-thirds  of  all  cases  of  pregnancy  there 
exists  an  increased  irritability  of  the  medullary  centers,  due  wholly  or 
in  part  to  one  or  both  of  these  two  factors:  (a)  Nutritional  changes 
resulting  from  circulatory  disturbances;  (b)  poisoning  from  toxic  ele- 
ments circulating  in  the  blood.  We  must  further  assume  that  this  ab- 
normally irritable  vomiting  center  is  acted  upon  by  afferent  impulses 
sent  from  one  or  more  of  a  variety  of  peripheral  sources.  Among  the 
most  important  causes  of  reflex  irritation  are  an  incarcerated  retro- 
flexed  uterus,  abnormal  adhesions  of  the  uterus,  pathological  changes 
in  the  uterine  wall  resulting  from  endometritis,  pelvic  congestion,  con- 
stipation, gastritis,  etc.  To  these  sources  of  afferent  impulses  we  must 
add  the  psycopathic  or  hysterical  condition,  which  is  of  especial  im- 
portance in  the  more  serious  cases." 
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A  brief  consideration  at  this  point  of  some  of  the  more  important 
conditions  which  are  present  in  the  gravid  uterus  will  make  my  further 
remarks  more  intelligible.  Tarnier  has  said,  "All  the  properties  of  the 
gravid  uterus  exist  in  a  rudimentary  state  in  the  nulliparous  woman, 
and  gestation  only  exalts  them."  Pajot  has  expressed  this  by  saying, 
"Pregnancy  does  not  create  any  new  properties." 

The  principal  properties  possessed  by  the  uterus  are,  sensibility, 
irritability,  and  contractility. 

The  sensitiveness  of  the  non-gravid  organ  to  pressure  is  easily 
demonstrated  in  making  the  bimanual  examination.  Pain  is  frequentlv 
complained  of  when  the  uterine  sound  is  inserted.  That  this  sensitive- 
ness is  increased  in  pregnancy  is  apparent  to  any  one  who  has  practised 
abdominal  palpitation  for  diagnosis  of  the  fcetal  position.  The  manual 
pressure  exerted  in  expressing  the  placenta  frequently  gives  rise  to 
severe  pain.  Women  occasionally  complain  of  uterine  tenderness,  es- 
pecially those  cases  where  the  liquor  amnii  is  deficient  and  the  foetus 
exerts  direct  pressure  on  the  uterine  wall. 

The  irritability  of  the  uterus  is  frequently  markedly  increased  as  the 
result  of  pregnancy.  This  fact  is  well  known  even  to  the  laity,  who  not 
infrequently  make  use  of  their  knowledge  to  induce  abortion  by  intro- 
ducing foreign  bodies  into  the  vagina  to  set  up  powerful  uterine  con- 
tractions. 

The  contractility  of  the  uterus  is  its  most  important  property.  Tar- 
nier and  Chantreuil3  state  that  the  uterus  possesses  the  power  of  con- 
tracting even  in  a  state  of  vacuity,  citing  by  way  of  example  that  it  mav 
be  noted  in  certain  women  at  the  period  of  menstruation,  especially 
in  cases  of  dysmenorrhea.  It  favors  the  expulsion  of  clots  and  debris 
and  is  probably  the  origin  of  the  severe  cramp-like  pains  so  often  com- 
plained of  by  women  at  these  periods.  They  state  very  strongly  that 
these  contractions  of  the  uterus  occur  at  regular  intervals  throughout 
the  whole  period  of  pregnancy. 

Hirst4,  Davis  and  others  also  draw  attention  to  the  fact  that  uterine 
contractions  occur  regularly  throughout  the  whole  period  of  pregnancy, 
and  Hirst  states  that  during  pregnancy  the  contractility  is  always  mos1- 
marked  at  the  menstrual  epoch,  hence  the  frequency  of  abortion  at  these 
times.  After  the  fourth  month  these  uterine  contractions  are  manifest 
in  placing  the  hand  upon  the  abdomen  over  the  fundus.  The  uterus 
can  be  felt  hardening  under  the  hand.  In  the  earlier  months  these 
contractions  can  easily  be  made  out  by  the  bimanual  method,  and  are 
frequently  made  use  of  in  diagnosing  the  fact  of  pregnancy  when  the 
uterus  is  found  to  be  enlarged. 
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Contractility  is  more  markedly  developed  in  the  muscle  cells  of  the 
body  of  the  uterus,  particularly  towards  the  fundus,  while  it  is  less  pro- 
nounced in  the  cervix.  The  cervix  seems  to  be  in  a  state  of  tonic 
spasm,  while  the  contractions  of  the  uterus  are  clonic.  That  this  con- 
tractility of  the  uterus  is  independent  of  the  will  and  yet  capable  of  be 
ing  affected  by  the  emotions,  all  are  aware.  Uterine  contractions  mav 
be  set  up  reflexly  by  irritation  of  the  breasts,  and  particularly  of  the 
nipples.  It  is  probable  that  any  powerful  cutaneous  irritation,  as  the 
application  of  heat  and  cold,  may  act  in  the  same  way. 

The  nerve-supply  of  the  uterus  is  derived  chiefly  from  the  hypo- 
gastric and  ovarian  plexuses  of  the  sympathetic  system.  Cohnstein0 
has  shown  that  the  uterine  ganglia  have  to  a  certain  extent  an  inde- 
pendent action,  like  the  cardiac  ganglia.  There  exists,  as  has  been 
proven  repeatedly,  a  center  in  the  medulla  oblongata  which  presides 
over  the  uterine  contraction.  Thus  the  uterus  is  provided  with  a 
nerve  apparatus  to  preside  over  contraction,  very  similar  to  that  of  the 
heart. 

That  uterine  contractions  occur  at  more  or  less  regular  interval ■; 
throughout  gestation  may  then  be  taken  as  proven.  The  question  then 
arises,  What  is  the  purpose  of  these  painless  rhythmical  contractions  of 
the  uterus  ? 

It  is  very  probable  that  by  these  contractions  the  uterine  circulation 
is  accelerated,  and  thus  the  uterus  supplements  to  a  certain  extent  the 
action  of  the  heart  throughout  pregnancy.  In  considering  the  circula- 
tion of  the  blood  in  the  gravid  uterus  the  thing  that  probably  attracts 
particular  attention  is  the  arrangement  of  the  venous  system.  The 
veins,  especially  in  the  middle  coat  of  the  muscular  uterine  walls,  are 
simply  enormous  sinuses  whose  inner  coat  alone  remains,  being  in  di- 
rect contact  with  the  muscle-cells.  Thus  these  uterine  veins  are  con- 
verted into  large  contractile  sinuses,  in  which,  no  doubt,  there  must 
occur  considerable  retardation  of  the  blood  flow. 

If  I  may  be  permitted,  I  would  for  the  purpose  of  ilustration  com- 
pare the  gravid  uterus  to  a  sponge  held  in  the  hand  under  a  flowing 
faucet.  As  the  sponge  becomes  filled  and  distended  with  water  the 
hand  is  contracted  upon  it,  and  so  the  sponge  is  squeezed  and  emptied 
more  or  less  of  the  water  it  contains  according  to  the  force  exerted 
by  the  hand  in  squeezing  it.  When  the  hand  is  relaxed,  the  sponge 
again  fills  up,  and  so  on.  This,  I  take  it,  is  very  much  what  takes  plao; 
in  the  gravid  uterus. 

The  development  of  the  embryo  and  its  envelopes,  as  well  as  the 
hyperplasia  of  the  uterus  and  its  lining,  are  accompanied  with  tremen- 
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dous  chemical  changes.  It  is  certainly  from  the  venous  sinuses  of  ths 
placental  site  that  the  embryo  derives  its  chief  nourishment,  and  intJ 
which  its  effete  material  is  emptied.  The  ordinary  circulation  of  the 
blood  through  the  sinuses  to  a  certain  extent  provides  for  change  in 
the  supply,  but  owing  to  the  retardation  of  the  blood-current  from  the 
dilatation  of  these  sinuses  there  must  be  a  certain  residuum,  which,  as 
it  becomes  surcharged  with  effete  material,  probably  acts  in  some  wav 
as  an  irritant  and  stimulates  the  uterus  to  contraction  and  thus  to  a 
certain  degree  the  organ  may  be  said  to  empty  itself. 

In  studying  two  cases  of  pregnancy  with  vomiting  which  I  have 
attended  recently,  my  attention  was  arrested  by  certain  phenomena 
which  seemed  to  me  to  be  explicable  only  on  one  hypothesis. 

In  the  first  of  these  cases,  a  primipara,  set.  40,  nausea  and  salivation 
occurred  throughout  the  whole  period  of  gestation.  At  intervals  the 
vomiting  was  extremely  severe,  at  one  period  the  prostration  resulting 
was  so  intense  as  to  make  it  seem  probable  that  the  pregnancy  would 
have  to  be  terminated  by  the  induction  of  abortion.  I  noticed  that  the 
severer  attacks  of  vomiting  occurred  at  certain  intervals,  which,  on  ques- 
tioning the  patient,  I  found  corresponded  to  the  menstrual  epoch.  On 
one  occasion  I  precipitated  a  severe  attack  of  vomiting  when  examining 
the  breasts ;  on  another  a  vaginal  examination  produced  the  same  result, 
though  on  both  occasions  the  patient  had  been  fairly  well  for  several 
days  previous. 

In  the  second  case,  also  a  primipara,  the  patient  complained  that  her 
breasts  were  excessively  tender,  particularly  the  left,  and  on  my  exam- 
ining this  breast  the  patient  was  seized  with  a  severe  attack  of  vomiting 
A  vaginal  examination  produced  the  same  result.  The  uterus  was 
found  to  be  unusually  sensitive,  and  the  left  ovary  was  very  tender. 
This  patient  had  previously  suffered  from  dysmenorrhoea,  the  pain  be- 
ing chiefly  located  in  the  left  side.  While  talking  with  this  patienc 
I  noticed  that  the  nausea  occurred  in  paroxysms,  separated  by  a  con- 
siderable interval,  in  which  she  said  she  felt  perfectly  comfortable. 
The  patient,  as  long  as  she  was  kept  quiet,  either  on  a  lounge  or  in  bed, 
rarely  vomited,  though  she  still  suffered  from  paroxysms  of  nausea. 
She  noticed  that  after  walking  about  the  paroxysms  occurred  more 
frequently,  and  very  often  terminating  in  retching. 

The  hypothesis  which  to  my  mind  affords  the  best  explanation  of 
the  phenomena  observed  in  the  two  cases  mentioned  is  that  rhythmical 
uterine  contractions  were  the  primary  cause  of  the  reflex  irritation 
which  resulted  in  paroxysmal  nausea  and  vomiting. 

In  the  first  case,  where  the  attacks  of  vomiting  were  more  marked 


5° 


David  James  Evans,  M.I). 


during  the  menstrual  epochs,  the  uterine  contractions  were  probably 
accentuated,  and  at  the  same  time  the  general  nervous  tension  was  ex- 
alted, hence  the  increased  severity  of  the  symptoms  at  these  periods 
My  examinations  in  both  cases  acted  by  increasing  the  uterine  contrac- 
tions and  thus  precipitated  the  paroxysms. 

The  theory  which  I  wish  to  advance  is  that  the  essential  exciting 
cause  of  the  nausea  and  vomiting  of  pregnancy  is  frequently  the  physio 
logical  contraction  of  the  muscular  fibers  of  the  gravid  uterus. 

The  contractions  of  the  non-gravid  uterus  which  follow  the  intro- 
duction of  the  uterine  sound  not  infrequently  result  in  reflexly  inducing 
nausea  and  vomiting.  Intra-uterine  applications  are  frequently  followed 
by  cramp-like  pains,  which  are  associated  with  nausea  and  vomiting. 
In  dysmenorrhcea  nausea  and  vomiting  sometimes  occur,  the  explana- 
tion being  that  the  effort  of  the  uterus  to  expel  clots  and  debris  reflexly 
irritates  the  vomiting  center  in  fhe  medulla.  Giles7  has  noted  that  in 
the  primipara  there  is  a  close  and  constant  connection  between  the  sick- 
ness of  pregnancy  and  previous  dysmenorrhcea.  Vomiting  is  fre- 
quently noted  in  the  first  stage  of  labor,  and  usually  occurs  at  the  acme 
of  uterine  contraction. 

The  over-distended  bladder,  in  its  effort  to  contract,  not  infre- 
quently reflexly  induces  nausea;  similarly  the  stomach  sets  up  the  same 
reflex.  In  ileus  an  analogous  reflex  action  occurs.  Appendicular 
colic  is  frequently  associated  with  nausea  and  vomiting. 

Thus  we  see  that  any  hollow  viscus  in  contracting  may  set  up  reflex 
nausea  and  vomiting. 

The  fact  that  the  paroxysms  of  nausea  occur  most  frequently  on 
first  assuming  the  erect  position  in  the  morning  has  led  the  laity  to 
apply  the  term  "morning  sickness"  to  this  condition.  It  has  also  been 
noted  that  if  the  patient,  before  rising,  partakes  of  a  light  breakfast, 
the  sickness  is  not  so  apt  to  occur. 

"Morning  sickness"  is,  I  think,  susceptible  of  explanation:  There 
is  probably  more  or  less  of  an  accumulation  of  effete  material  in  the 
maternal  blood  in  the  morning,  which  leads  to  increased  irritability 
of  the  nervous  centers.  The  effect  of  assuming  an  erect  position  is  to 
bring  about  a  determination  of  blood  to  the  pelvis.  This  engorge  • 
ment  of  the  pelvic  circulation  probably  leads  to  more  energetic  uterine 
contraction,  which,  acting  reflexly  upon  the  center,  produces  nausea 
and  vomiting.  When  food  is  taken  before  rising  it  is  probable  that 
considerable  blood  is  determined  to  the  stomach,  hence  less  will  fin'i 
its  way  to  the  pelvis  when  the  patient  stands  erect,  so  that  the  uterine 
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contractions  are  apt  to  be  less  vigorous  than  when  the  patient  rise*; 
fasting. 

It  is  probable  that  the  beneficial  effects  of  nerve-sedatives  in  the 
treatment  of  this  distressing  condition  are  obtained  not  so  much  by  in- 
hibiting the  uterine  contractions  as  by  soothing  the  irritable  nervous 
system  and  thus  controlling  the  reflex. 

I  would  summarize  my  conclusions  as  follows : 

1.  There  exists  more  or  less  of  a  rhythm  in  the  paroxysms  of  nau- 
sea and  vomiting  in  pregnancy. 

2.  There  must  also  exist  a  rhythmical  exciting  cause  for  these 
paroxysms. 

3.  There  is  a  rhythm  in  the  contractions  of  the  uterus  which  occur 
throughout  pregnancy. 

4.  The  essential  exciting  cause  of  the  paroxysms  of  nausea  and 
vomiting  of  pregnancy  is  frequently  the  physiological  contraction  of 
the  muscular  fibers  of  the  uterus. 
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FURTHER  EXPERIENCE  WITH  THE  OPERATIVE  TREAT- 
MENT OF  ANTEFLEXION.* 

By  W.  L.  Burrage,  A.M.,  M.D., 

Visiting  Gynaecologist  to  the  St.  Elizabeth's  and  Carney  Hospitals;  Surgeon  to  Out-Patients'  Free 

Hospital  for  Women,  Boston. 

Two  years  ago  1  read  before  this  society  a  paper  on  "Division  of 
the  Utero-Sacral  Ligaments  and  Suspensio-Uteri  for  Immobile  Retro - 
position  with  Anteflexion. "f  In  that  paper  I  reported  in  brief  the  re- 
sults in  nine  cases  treated  by  curetting,  division  of  the  utero-sacral 
ligaments  through  the  abdominal  wound,  and  suspensio-uteri.  I  wish 
now  to  review  my  private  notes  of  all  of  my  operations  performed  on 
cases  of  anteflexion  in  the  hope  of  arriving  at  some  conclusion  as  to 
the  best  method  of  treating  this  troublesome  class  of  cases. 

Perhaps  it  would  be  well  to  begin  by  defining  what  is  meant  by 
retroposition  with  anteflexion  and  by  giving  my  views  on  anteflexion 
in  general. 

By  retroposition  with  anteflexion  is  meant  a  uterus  situated  as  a 
whole  in  the  back  of  the  pelvis,  that  is  to  say,  close  to  the  sacrum,  and 
flexed  forward.  The  flexure  may  be  in  the  body  of  the  organ,  in  the 
neck,  or  in  both.  The  tissues  of  the  uterus  at  the  angle  of  flexure  may 
be  so  firm,  so  altered  in  consistency  by  disease  that  the  uterus  cannot 
be  forcibly  straightened  (pathological  anteflexion),  or  they  may  be 
soft  and  more  nearly  normal,  and  in  this  case  the  uterus  may  be  re- 
stored to  its  natural  form  (congenital  anteflexion,  or,  more  properly, 
puerile  anteflexion,  as  this  condition  does  not  exist  previous  to  birth). 

It  is  possible  for  the  uterus  to  be  anteflexed  without  being  held  back 
in  the  hollow  of  the  sacrum.  My  observation  is  that  such  a  state  of 
affairs  is  rare,  and  that  the  anteriexed  uterus  is  more  commonly  found 
retroposited,  and  furthermore,  that  its  mobility  is  markedly  limited. 

It  is  my  belief  that  the  shortening  of  the  utero-sacral  ligaments  in 
anteflexion  has  been  heretofore  too  generally  overlooked.  Most  of  the 
text-books  distinguish  betwen  flexure  of  the  body  and  flexure  of  the 
neck  and  between  congenital  and  pathological  anteflexion.  They  say 
nothing,  or  next  to  nothing,  about  the  false  position  of  the  uterus  and 
its  immobility. 


*  Read  before  the  Obstetrical  Society  of  Boston,  November  21,  1899. 
\  American  Gyncecological  and  Obstetrical  Jot/mat  for  January,  1898. 
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Dismissing  for  the  moment  all  questions  of  causation  and  pathology 
it  is  plain  from  a  mechanical  standpoint  that  it  is  impossible  to  perma- 
nently straighten  a  uterus,  granting  that  there  is  no  fixation  of  the 
uterine  tissues  at  the  point  of  flexure,  which  is  held  close  to  the  bony 
wall  of  the  sacrum  without  first  freeing  it  from  its  posterior  attach- 
ments. There  is  no  room  for  the  backward  excursion  of  the  cervix 
because  the  sacrum  is  in  the  way ;  therefore,  operations  such  a  Dud- 
ley's, which  have  for  their  object  the  carrying  backward  of  the  exter- 
nal os  are  not  indicated  unless  the  shortened  utero-sacral  ligaments 
or  posterior  adhesions  are  first  stretched  or  divided. 

We  know  that  in  the  little  girl  the  uterus  is  anteflexed  to  a  greater 
or  less  degree,  the  cervix  is  relatively  long  and  in  the  axis  of  the  vagina, 
and  the  uterus  is  retroposited  slightly.  There  is  no  pathological 
change  in  the  tisues  of  the  uterus  at  the  point  of  flexure,  and  the  organ 
may  be  straightened  by  massage.  If  the  girl  develops  properlv  the 
uterus  rises  in  the  pelvis  until  the  top  of  the  fundus  is  on  a  line  drawn 
through  the  promontory  of  the  sacrum  and  the  upper  margin  of  the 
symphysis  pubis,  the  fundus  and  body  develop  until  they  bear  a  nor- 
mal relation  to  the  cervix,  and  the  long  axis  of  the  organ  corresponds 
pretty  closely  with  the  axis  of  the  true  pelvis.  In  this  position  it  is 
plastically  suspended  by  its  ligaments  and  attachments  so  that  it  moves 
with  respiration  and  the  movements  of  the  body  and  adapts  itself  to 
the  full  bladder  or  distended  rectum. 

Should  the  developmental  process  be  arrested  for  any  cause  we  may 
find  in  the  adult  a  persistence  of  the  puerile  status  commonly  called 
congenital  anteflexion.  In  my  experience  this  condition  exists  either 
with  or  without  shortening  of  the  utero-sacral  ligaments.  If  the  liga- 
ments are  shortened  the  vagina  is  necessarily  lengthened,  but  in  other 
respects  the  signs  are  the  same  as  in  the  little  girl. 

We  see  another  type  of  anterior  flexure  of  the  uterus  in  which  there 
is  fixation  of  the  tissues  at  the  angle  of  flexure,  pathological  ante- 
flexion. The  flexure  may  be  moderate  or  acute,  and  may  be  in  the 
cervix,  in  the  body,  or  in  both,  and  the  cervix  may  be  short,  or  long 
and  conical  and  in  the  axis  of  the  vagina.  The  anterior  lip  of  the  cer- 
vix is  often  large  and  flattened  in  this  class  of  cases.  The  uterine 
canal  may  be  tight,  and  the  internal  os  nearly  or  quite  closed  if  situated 
at  the  point  of  greatest  flexure,  although  as  a  rule  I  have  been  able 
to  pass  a  properly  bent  Simpson's  sound  through  the  internal  os  in 
most  cases.  In  pathological  anteflexion  the  uterus  is  rarelv  in  good 
position  in  the  pelvis,  generally  it  is  retroposited.  The  utero-sacral 
ligaments  are  commonly  shortened ;  but  they  may  be  quite  normal. 
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Endometritis  is  usually  found  in  both  sorts  of  anteflexion,  puerile  and 
pathological.  The  ovaries  are  apt  to  be  more  or  less  cystic  and 
prolapsed. 

To  account  for  a  condition  of  anteflexion  we  must  assume  some 
other  causative  agencies  besides  lack  of  development.  An  endome- 
tritis becoming  a  metritis  and  involving  the  uterine  tissues  at  the  region 
of  flexion  and  also  extending  through  the  tubes  to  the  cul-de-sac  and 
involving  the  utero-sacral  ligaments  is  a  supposable  cause.  Acting  in 
conjunction  with  this,  increased  intra-abdominal  pressure  from  a 
chronic  accumulation  of  gas  in  the  intestines,  or  from  tight  lacing,  and 
pressing  on  the  posterior  face  of  the  body  of  the  uterus,  and  constipa- 
tion, with  the  passage  of  hard  masses  of  feces  through  the  rectum  be- 
tween the  utero-sacral  ligaments,  should  be  taken  into'  account  as 
causative  factors. 

It  seems  to  me  that,  given  a  puerile  condition  of  the  uterus  and  a 
general  arrest  in  the  development  of  the  individual,  an  endometritis 
in  the  uterus  might  lead  to  inflammation  and  subsequent  shortening 
of  the  utero-sacral  ligaments  through  a  damming  up  of  the  discharges 
in  the  uterine  cavity  because  of  the  flexure  at  the  internal  os  and  a 
consequent  forcing  of  these  discharges  through  the  tubes  into  the  cul- 
de-sac.  Such  a  process  might  account  for  the  great  frequency  of 
shortened  utero-sacral  ligaments  found  in  these  cases.  The  effect  of 
the  shortened  ligaments  is  to  hold  the  uterus  back  and  to  increase  the 
existing  anteflexion.  The  cervix  is  held  forward  by  the  uterine  at- 
tachments of  the  vagina,  while  the  intra-abdominal  pressure  is  exerted 
on  the  posterior  face  of  the  body  of  the  uterus,  and  at  the  same  time 
the  region  of  the  internal  os,  the  seat  of  flexure,  is  a  fixed  point.  In 
the  rare  cases  where  the  ligaments  are  not  shortened  we  have  to  assume 
that  changes  in  the  uterine  walls  are  the  chief  causative  influences. 

In  all  malpositions  of  the  uterus  of  long  standing  we  expect  to  find 
an  impaired  pelvic  circulation,  a  chronic  congestion  involving  more  or 
less  all  of  the  pelvic  organs.  This  congestion  is  observable  in  ante- 
flexion with  retroposition.  There  is  passive  congestion  of  the  vagina 
and  cervix,  endometritis  is  almost  invariably  present,  and  there  is  more 
or  less  sensitiveness  of  these  parts.  The  chronic  congestion  increases 
the  inflammatory  process  in  the  structures  of  the  uterus  and  in  the 
utero-sacral  ligaments,  and  this  in  turn  aggravates  the  anteflexion. 

Much  light  might  be  thrown  on  the  pathology  of  this  affection  of 
someone  would  study  the  uteri  of  girls  who  have  died  just  before  or 
just  after  arriving  at  maturity. 

The  utero-sacral  ligaments  are  described  in  the  anatomies  as  con- 
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sisting  of  muscular  and  cellular  tissue  and  folds  of  peritonaeum.  They 
extend  from  the  pelvic  wall  near  the  second  piece  of  the  sacrum  on 
either  side  and  come  together  on  the  posterior  surface  of  the  uterus  at 
about  the  level  of  the  internal  os  in  the  form  of  a  V.  In  testing  the 
size  and  strength  of  these  ligaments  in  the  class  of  cases  under  discus- 
sion by  the  bimanual  touch  and  in  dividing  them,  both  through  a  vag- 
inal incision  in  the  cul-de-sac  and  through  an  abdominal  incision  I 
have  been  astonished  often  to  find  them  so  thick  and  their  structure  so 


Fig.  i. — Shows  diagrammatically  the  Puerile  Uterus. 

tough  and  unyielding.  They  are  ligaments  indeed,  and  it  is  plain  why 
ventral  supension  of  the  uterus  is  a  failure  where  these  shortened  liga- 
ments are  ignored.  No  artificial  ligamentous  attachment  of  the  uterus 
to  the  anterior  abdominal  wall  can  hope  to  counterbalance  the  traction 
of  these  strong  posterior  guys. 

In  certain  instances  I  have  been  able  to  demonstrate  by  sight  on  the 
living  subject  the  evidences  of  past  inflammatory  action  about  the 
utero-sacral  ligaments.  Wrinkling  or  thickening  of  the  peritonaeum 
over  and  about  the  ligaments  and  an  irregular  course  of  the  ligaments 
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have  been  noted.  On  several  patients  I  have  observed  pockets  in  tlv; 
peritonaeum  in  the  cul-de-sac;  the  results,  apparently,  of  old  inflam- 
matory action,  and  these  were  in  cases  where  the  tubes  and  ovariea 
were  normal.  It  is  common  enough  in  pus-tube  cases  to  find  Doug- 
las' cul-de-sac  of  the  peritonaeum  obliterated  by  adhesive  inflammation. 
Now  that  we  can  inspect  this  region  so  easily  by  the  aid  of  the  Trendel 
enburg  posture  I  am  convinced  that  we  shall  very  frequently  find  traces 
of  inflammatory  action  in  anteflexion  cases. 

That  retroposition  with  anteflexion  is  a  common  disease  I  feel  sure 
both  from  the  statements  of  such  a  competent  observer  as  B.S.  Schultz •; 
and  from  my  own  observation.  In  a  careful  investigation  of  my  pri- 
vate records  made  for  the  purpose  of  determining  how  many  cases  ol 
this  affection  had  come  under  my  notice,  it  appears  that  one  hundred 
and  fourteen  out  of  eleven  hundred  patients,  or  about  10  per  cent., 
were  diagnosed  as  retroposition  with  anteflexion.  How  many  cases 
have  been  seen  in  my  hospital  clinics  I  do  not  know,  but  I  am  certain 
that  it  is  a  great  many. 

Retroposition  with  anteflexion  is  met  with  in  all  ages  from  the  es- 
tablishment of  the  catamenia  up  to  the  menopause,  but  it  has  been  most 
frequently  noted  among  my  cases  in  young  women  under  thirty. 

Many  patients  are  relieved  of  their  dysmenorrhea  following  preg- 
nancy, others  are  not.  Where  the  uterine  malformation  and  malposi- 
tion cause  persistent  dysmenorrhea,  scanty  and  irregular  menstruation, 
accompanied  by  a  feeling  of  intense  discomfort  in  the  pelvic  region, 
and  an  upsetting  of  the  balance  of  the  nervous  system,  coupled  with 
a  greater  or  lesser  degree  of  deterioration  of  the  general  health,  they 
demand  treatment. 

It  is  sufficient  to  state  that  palliative  treatment  with  applications, 
douches,  electricity,  massage  and  such  measures  is  of  doubtful  utility 
in  a  large  percentage  of  cases  for  the  reason,  if  for  no  other,  that  it 
necessitates  a  prolonged  course  of  local  treatment. 

Having  observed  that  dilating  and  curetting  under  ether  often  gave 
only  temporary  relief,  and  while  in  search  for  a  more  radical  and  more 
effectual  mode  of  treatment,  I  hit  upon  the  plan  of  adding  an  abdominal 
operation  to  the  dilating  and  curetting,  and,  after  having  divided  the 
utero-sacral  ligaments  through  the  abdominal  wound,  to  suspend  the 
uterus  from  the  abdominal  wall  with  the  purpose  of  both  holding  it  up 
and  straightening  it.  The  suspending  sutures  were  passed  through  the 
anterior  rather  than  through  the  posterior  face  of  the  fundus  because  it 
was  felt  that  by  attaching  the  anterior  surface  to  the  abdominal  wall  the 
intra-abdominal  pressure  would  be  exerted  upon  the  body  of  the  uterus 


Operative  Treatment  of  Anteflexion. 


57 


and  not  upon  the  cervix,  and  that  thus,  what  with  the  downward  trac- 
tion on  the  cervix  by  the  vagina  and  the  posterior  pressure  on  the  body 
by  the  abdominal  contents,  the  curve  in  the  uterus  would  be  straight- 
ened. As  will  be  seen  shortly,  this  has  proved  to  be  the  result  in  some 
of  the  cases  so  treated,  but  in  others  the  curve  has  not  been  eliminated. 
It  seems  to  me  that  the  reason  for  this  failure  to  straighten  the  uterus 
may  be  set  down  to  one  of  two  causes,  either  that  the  suspending  liga- 


Fig.  2. — Shows  Retroposition  with  Anteflexion. 

a.  Direction  of  Pull  of  Shortened  Utero-Sacral  Ligaments. 

b.  Direction  of  Intra-abdominal  Pressure. 

ment  from  the  abdominal  wall  has  stretched  before  the  straightening 
could  be  effected,  or  the  changes  in  the  structure  of  the  uterus  were 
so  far  advanced  and  the  organ  so  fixed  in  flexion  that  some  operation 
on  the  uterus  itself  is  called  for.  At  present  I  am  inclined  to  advocate 
in  suitable  cases  of  anteflexion  with  retroposition  a  Dudley's  operation 
on  the  cervix,  at  the  same  time  that  the  ligaments  are  divided  and  the 
uterus  suspended. 
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To  divide  the  utero-sacral  ligaments  the  uterus  is  pulled  up  by  means 
of  a  carrying  thread  passed  through  the  fundus,  thus  putting  the  liga- 
ments on  the  stretch.  The  gauze-covered  intestines  are  held  out  of 
the  pelvis  with  a  broad  retractor,  and  a  tenotomy  is  done  at  the  uterine 
insertion  of  the  ligaments.  The  resulting  raw  surface  is  covered  by 
uniting  peritonaeum  alone  by  sutures  of  catgut  passed  at  right  angles 
to  the  axis  of  the  ligaments. 

I  have  tabulated  all  of  my  operations  for  anteflexion,  ninety-two  in 
number,  from  my  private  records  in  the  hope  of  arriving  at  some  con- 
clusion as  to  the  best  method  of  treating  this  difficult  class  of  cases. 

At  the  outset  it  has  seemed  best  to  analyze  the  cases  with  reference 
to  a  straightening  of  the  flexure  in  the  uterus,  which  was  marked  in 
every  case,  and  also  as  regards  the  curing  of  dysmenorrhoea,  for  which 
principally  the  patients  were  subjected  to  operation.  It  happens  that 
a  large  number  of  my  cases  were  also  cases  of  neurasthenia.  No  at- 
tempt has  been  made  to  indicate  the  effect  of  the  operation  on  the  pro- 
tean symptoms  of  this  disease.  Operations  were  undertaken  only  in 
cases  where  dysmenorrhcea  or  distinctly  uterine  symptoms  seemed  to 
act  as  contributory  causes  to  the  neurasthenic  state. 

Thirty-six  cases  treated  by  curetting,  and  by  massage  to  the  short- 
ened utero-sacral  ligaments  where  necessary :  It  is  to  be  regretted 
that  such  a  large  proportion  of  the  cases  have  passed  from  under  ob- 
servation. Sixteen,  or  nearly  half,  come  under  this  head.  Twelve  of 
the  twenty  cases  heard  from  were  relieved  of  dysmenorrhcea  as  a  result 
of  the  operation,  and  eight  were  not  relieved.  Of  the  former,  one  ha-> 
had  three  children,  and  of  the  latter,  one  has  had  a  second  curetting, 
and  another  has  had  an  abdominal  operation,  and  they  are  both  well. 
That  is  to  say,  twelve  out  of  twenty  cases  heard  from,  or  a  little  over 
half,  have  been  relieved. 

Many  of  these  cases  were  treated  with  gauze  drainage  after  dilata- 
tion and  curetting,  some  with  one  packing  left  in  place  for  four  or  five 
days,  and  others  with  packings  renewed  one  or  more  times;  a  majority 
had  thorough  dilatation  and  curetting  and  irrigation  of  the  uterine 
cavity  with  salt  solution,  then  drying  with  gauze  and  swabbing  with 
pure  carbolic  acid. 

The  uterus  was  not  permanently  straightened  in  any  instance,  al- 
though in  most  the  uterine  canal  remained  patulous  several  months  af- 
ter the  operation.  It  is  possible  that  if  more  of  the  patients  had  been 
traced  a  better  showing  would  have  been  made. 

Six  cases  curetted  and  massaged  and  an  Alexander  operation  done 
at  the  same  sitting:    In  two  the  results  were  unknown.    In  the  re- 
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maining  four  the  uterus  was  found  to  be  straight,  or  very  slightly  flexed 
at  the  end  of  periods  of  time  as  follows:  three  months,  one  and  one- 
half,  two,  and  two  and  one-half  years.  The  dysmenorrhoea  was  re- 
lieved in  three  and  unrelieved  in  one. 

Twelve  cases  of  curetting  and  division  of  the  utero-sacral  ligaments 
through  an  incision  in  the  vagina  (colpotomy)  :  In  four  the  result 
was  unknown.  Of  the  remaining  eight  the  uterus  was  straight  in 
four;  three  were  not  relieved  of  dysmenorrhea,  and  five  were  re- 
lieved. One  of  the  three  unrelieved  has  since  been  curetted  a  second 
time  and  is  relieved. 

Four  cases  of  curetting  and  cutting  the  utero-sacral  ligaments  by 
colpotomy  and  an  Alexander  operation :  Results  unknown  in  two,  and 
the  other  two  were  relieved.  One  of  the  latter  became  pregnant  and 
the  other  showed  an  anteflexed  uterus  two  years  later,  notwithstanding 
that  she  was  relieved  of  dysmenorrhoea. 

Six  cases  of  curetting  and  Dudley's  operation  on  the  cervix :  The 
uterus  was  practically  straight  in  five  at  the  time  of  their  discharge 
from  the  hospital;  the  other  remained  flexed.  Three  were  relieved  of 
dysmenorrhoea,  and  two,  not  relieved,  had  subsequent  abdominal  opera  • 
tions  with  relief.  The  sixth  case  had  fungus  endometritis  and  com- 
plained only  of  menorrhagia.  The  utero-sacral  ligaments  were  not  ap- 
preciably shortened  in  these  six  cases. 

One  case  of  curetting  and  amputation  of  the  cervix  had  a  straight 
uterus  two  weeks  after  operation,  but  this  case  and  one  case  of  curet- 
ting, Dudley's  operation  and  division  of  the  utero-sacral  ligaments 
through  the  abdominal  incision  and  suspensio-uteri  are  too  recent  to 
give  results. 

One  case  of  evacuation  of  a  pelvic  abscess  behind  an  acutely  ante- 
flexed  uterus  was  of  interest  because  when  the  abscess  cavity  had  closed 
the  uterus  was  perfectly  straight.  This  was  a  woman  thirty-five  years 
old,  the  mother  of  one  child  born  twelve  years  before.  The  abscess  was 
low  in  the  pelvis,  and  had  burrowed  in  the  recto-vaginal  septum,  lift- 
ing the  cervix  forward,  simulating  the  condition  of  retroposition  with 
anteflexion  where  the  backward  excursion  of  the  cervix  is  limited  by 
the  sacrum.  When  the  abscess  cavity  had  closed  the  cervix  was  en- 
abled to  resume  its  normal  axis. 

Three  cases  of  curetting  and  removal  of  both  tubes  and  ovaries  for 
extensive  disease,  followed  by  a  suspensio-uteri  after  cutting  the  utero- 
sacral  ligaments :  It  is  interesting  to  note  that  in  all  of  these  the  uteru? 
was  still  flexed,  in  one  three  weeks  after  the  operation,  in  a  second  nine 
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months,  and  in  the  third  three  years  subsequently,  the  uterus  being 
also  atrophic  in  the  last  two. 

Twenty-two  cases  of  curetting,  division  of  the  utero-sacral  liga- 
ments through  the  abdominal  wound  and  suspensio-uteri :  The  ages 
of  these  patients  ranged  from  twenty  to  thirty-four  years.  Thirteen 
were  single  and  nine  married.  Three  of  the  married  had  had  children, 
and  two  had  had  abortions,  the  rest  being  sterile.  The  internal  os  wa> 
noted  as  being  patulous  in  all  but  five.  The  amount  of  tissue  obtained 
by  curetting  varied  from  large  to  none  at  all,  and  the  length  of  the 
uterine  canal  was  between  two  and  three-quarters  and  four  inches. 
Adhesions  were  present  in  the  cul-de-sac  in  eight  instances,  and  th^ 
ovaries  were  cystic  to  a  greater  or  less  degree  in  nineteen,  and  the 
tubes  were  found  with  closed  ostia  in  seven.  The  utero-sacral  liga- 
ments were  cut  in  twelve  and  stretched  in  ten. 

At  the  time  of  the  patients'  discharge  the  uterus  was  found  slightly 
flexed  in  thirteen,  perfectly  straight  in  six,  and  the  remaining  three 
were  still  in  the  hospital.  That  is  to  say,  in  a  majority  of  cases  the 
uterus  was  not  completely  straightened  as  an  immediate  result  of  the 
operation,  although  much  less  flexed. 

Remote  results  were  obtained  in  thirteen  cases.  In  these  the  uterus 
was  straight  in  four,  it  was  slightly  flexed  in  six,  and  sharply  flexed  in 
three  in  periods  of  time  varying  from  three  months  to  one  and  one-half 
years.  One  patient  became  pregnant  eight  months  after.  The  dys- 
menorrhcea  was  relieved  in  nine  out  of  the  thirteen  who  came  unde- 
observation  as  to  remote  results.  All  of  the  four  patients  who  were 
not  relieved  were  pronounced  neurasthenics :  two  of  them  later  had  dis  - 
ease  of  the  remaining  ovary,  the  other  ovary  having  been  removed  at 
the  time  of  operation  for  cystic  disease.  The  other  two  patients  were 
unsuitable  cases,  and  I  misjudged  the  preponderance  of  the  general 
nervous  symptoms. 

It  is  interesting  to  note  that  of  the  three  cases  in  which  the  uterus 
was  found  sharply  flexed,  four  months,  five  months,  and  one  year  an! 
eight  months  after  operation,  respectively,  all  were  relieved  of  their 
symptoms;  in  two  the  ligaments  had  been  cut  and  in  the  third  stretched 
In  two  the  uterus  was  slightly  flexed  at  the  time  of  discharge  from  the 
hospital,  while  in  the  third  it  was  absolutely  straight  at  that  time,  show- 
ing that  the  tissues  of  the  uterus  had  not  become  sclerosed  at  the  angle 
of  flexure.  Just  why  the  uterus  became  flexed  again  it  is  difficult 
to  say. 

The  foregoing  statistics  would  seem  to  show  that  division  of  the 
utero-sacral  ligaments  and  suspensio-uteri  will  restore  the  uterus  to 
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an  approximately  normal  state  and  will  relieve  of  symptoms  in  a  ma- 
jority of  cases,  but  not  in  all. 

I  have  seen  several  patients  in  whom  the  anteflexed  uterus  was  so 
large  that  it  practically  filled  a  small  pelvis  and  the  fundus  uteri  reached 
the  anterior  abdominal  parietes  when  the  patient  was  lying  on  her  back. 
In  such  a  case  it  is  manifestly  impossible  to  raise  the  uterus  by  attach- 
ing it  to  the  abdominal  wall  and  amputation  of  the  cervix  or  Dudley's 
operation,  with  or  without  cutting  of  the  utero-sacral  ligaments  are  our 
only  resources. 

As  a  result  of  my  experience  in  the  operative  treatment  of  ante- 
flexion 1  have  laid  down  for  my  guidance  some  such  course  of  proce- 
dure as  the  following: 

1.  In  anteflexion  without  ovarian  or  tubal  disease  and  free  from 
shortened  utero-sacral  ligaments  or  posterior  adhesions,  dilatation,  cu- 
retting and  Dudley's  operation  or  amputation  of  the  cervix,  with  a  pref  - 
erence for  the  former. 

2.  In  anteflexion  with  retroposition  and  shortened  utero-sacral 
ligaments  or  posterior  adhesions  and  without  ovarian  or  tubal  disease, 
dilatation,  curetting  and  division  of  the  utero-sacral  ligaments  or  ad- 
hesions by  colpotomy  and  Dudley's  operation  or  amputation  of  the 
cervix,  with  a  preference  for  the  former. 

Amputation  of  the  cervix  is  a  useful  operation  in  cases  such  as  those 
referred  to  above,  where  the  uterus  is  excessively  large,  and  also  where 
there  is  extensive  erosion  of  the  crown  of  the  cervix.  In  married 
women  in  both  of  the  foregoing  classes  dilatation  and  curetting  without 
other  operation  are  sufficient,  because  pregnancy  in  a  majority  of  in- 
stances will  straighten  the  uterus  and  stretch  ligaments  and  adhesions. 
Should  pregnancy  not  supervene  within  a  number  of  months  and  the 
symptoms  persist,  another  curetting  and  Dudley's  operation  with  or 
without  division  of  the  ligaments  may  be  done. 

3.  In  anteflexion  with  or  without  retroposition  having  ovarian  or 
tubal  disease,  dilatation,  curetting,  Dudley's  operation  and  suspensio- 
uteri,  the  utero-sacral  ligaments  being  divided  through  the  abdominal 
wound  if  they  are  shortened  and  whatever  may  be  necessary  done  to 
the  ovaries  and  tubes. 
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EDITORIAL. 


A  GREAT  RESPONSIBILITY. 


We  have  explained  and  urged,  upon  many  occasions,  the  immense 
importance  to  the  community  at  large  and  the  very  great  advantage 
scientifically,  morally  and  socially  to  the  profession  of  our  practical 
recognition  by  Congress  in  the  establishment  of  a  Medical  Cabinet  Offi- 
cer and  the  transference  to  the  Department  of  which  he  shall  be  the  head 
of  the  Surgeon-Generalship  of  the  Army  and  Navy.  The  urgency — nay, 
the  necessity — of  this  radical  reform  is  easy  of  demonstration  and  must 
be  apparent  to  every  unbiased  and  intelligent  man.  To  recognize  the 
need  of  a  centralized  Department  of  Public  Health,  with  dignity  and 
authority  commensurate  with  its  responsibility  and  equally  efficient 
in  war  as  in  peace,  it  is  but  necessary  to  remember,  on  the  one  hand, 
the  indefensible  situations  chosen  for  our  camps  by  the  War  Depart- 
ment (not  on  the  recommendation  of  the  Surgeon-General)  and  the 
misery,  disease  and  death  engendered  among  our  soldiers  from  this 
cause  during  the  late  war  and  to  remember  again,  on  the  other  hand, 
that  the  exanthemata  and  many  other  diseases  whose  existence  de- 
pends alone  upon  imperfect  hygienic  conditions  are  still  endemic  in 
every  large  town  or  city  and  sporadic,  at  least,  in  every  village  through- 
out the  land.  While  typhoid  fever  (the  easiest  of  diseases  to  abolish 
by  universally  co-operative  medical  action)  stalks  through  every  city, 
village  and  farm,  while  diphtheria  claims  hundreds  of  victims  every 
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year  even  in  the  "healthiest  city  in  the  United  States,"  while  consump- 
tion is  on  the  increase  no  man  can  truthfully  say  that  a  Secretary  of 
Public  Health,  with  authority  at  least  as  great  as  that  of  any  other 
officer  of  the  Government  who  represents  a  great  public  interest,  is  not 
urgently  needed  in  this  country. 

Can  medical  men  honestly  boast  of  "our  great  strides  in  scientific 
achievement"  when  the  community  is  still  exposed  to  danger  from  dis- 
eases which  afflicted  our  ancesters  a  thousand  years  ago,  and  this 
chiefly  owing  to  the  supineness  of  the  profession  in  demanding  recogni- 
tion and  support  from  the  State  in  a  corporate  effort  to  place  and  main- 
tain the  community  in  necessary  hygienic  conditions? 

It  is  to  be  hoped  that  the  profession  will  appreciate  the  justice  and 
decency  of  being  the  first  to  demand  the  power  to  relieve  the  com- 
munity from  this  multiform  danger  to  health  and  longevity,  which  it 
could  effectively  do  by  decided  corporate  action.  Or  will  it  wait  until 
our  fellow  citizens  awake  to  the  knowledge  that  the  profession,  for 
selfish,  individual  cause,  has  devoted  its  efficient  and  exclusive  science 
merely  to  the  cure  of  disease  in  individuals,  for  a  price?  It  will  be  a 
sorry  day  for  us  when  we  are  angrily  called  upon  by  the  people  of  this 
country  to  assume  the  responsibility  of  a  corporate  body — a  responsi- 
bility which  we  have  so  long  and  so  shamefully  neglected. 

So  far  as  our  actions  hitherto  have  spoken,  the  only  responsibility 
to  the  community  which  we  acknowledge  is  that  of  the  individual  prac- 
titioner to  the  coroner ;  and  yet  we  profess  and  actually  possess  ex- 
clusively the  knowledge  which,  with  sufficient  recognition  by  the  State, 
would  enable  us  as  a  body  to  blot  out  the  majority  if  not  all  of  the 
diseases  which  commonly  cause  the  greatest  death-rate.  And  in  accom- 
plishing this  we  would  improve  the  ordinary  conditions  of  life  so 
greatly  that  present  conditions  of  the  great,  herded  majority  would  then 
be  looked  back  upon  in  the  light  of  an  impossible  nightmare. 

Let  us  then  use  each  his  individual  efforts  to  spread  this  idea  not 
only  among  our  medical  brethren  but  among  our  lay  friends  and  ac- 
quaintances, who  are  also  voters.  Let  us  be  the  first  to  propose  this 
great  boon  to  our  fellows  citizens,  so  that  when  it  has  been  attained 
through  our  efforts  we  shall  feel  that  we  have  at  least  made  them  the 
utmost  possible  amends.  Let  us  remember  it  is  a  duty  long  unfilled, 
that  it  will  benefit  untold  millions  of  our  fellows,  that  it  is  not  only 
possible  but  probable  of  accomplishment;  that  finally  it  is  a  subject  to 
inspire  the  greatest  enthusiasm  and  keenest  effort  among  us,  both  indi- 
vidually and  unitedly. 
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THE  NEW  YORK  OBSTETRICAL  SOCIETY. 
Stated  Meeting,  November  14,  1899. 
The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

A  Combined  Uterine  Endoscope  and  Cystoscope  for  Examination  of 

These  Cavities  by  Direct  Illumination. 

Dr.  Augustin  H.  Goelet  presented  this  instrument  which  was  made 
for  him  by  the  Electro-Surgical  Instrument  Co.  of  Rochester,  N.  Y. 
After  several  ineffectual  attempts  to  produce  an  endoscope  for  satis- 
factorily examining  the  interior  of  the  uterus  by  means  of  reflected 
light,  he  has  finally  succeeded  with  direct  illumination.  The  endoscope 
consists  of  a  tube  (of  which  there  are  three  sizes  in  the  set)  with  the 
end  cut  off  obliquely.  To  the  outer  end  of  this  tube  is  attached  a  handle 
for  manipulating  the  tube  in  the  cavity.  A  small  electric  lamp  is  placed 
within  the  tube  near  the  inner  opening.  The  wires  encased  in  a  metallic 
tube  run  along  the  inside  of  the  endoscope  tube  and  terminate  about 
four  inches  from  the  outer  end  of  the  tube  where  is  placed  the  attach- 
ment for  connection  with  the  battery  supplying  the  current.  This  tube 
containing  the  wires  is  flat  and  does  not  encroach  much  upon  the  calibre 
of  the  endoscope  tube. 

To  a  rod  about  five  inches  long  projecting  straight  up  from  the 
endoscope  tube  is  attached  a  megaloscope  for  bringing  out  the  details 
of  the  surface  examined.  The  megaloscope  and  tube  are  both  detacha- 
ble, so  that  it  may  be  used  or  not  as  desired. 

There  is  also  an  obturator  fitted  to  the  tube  to  facilitate  its  introduc- 
tion. This  to  be  removed  and  the  cavity  wiped  dry  before  the  lamp  is 
inserted. 

The  lamp  is  operated  by  a  portable  battery  of  four  dry  cells,  which 
will  supply  light  for  thirty  hours,  and  may  be  renewed  at  trifling  cost 
when  exhausted. 

The  current  is  turned  on  to  the  lamp  by  means  of  a  switch  within 
the  case  containing  the  batteries,  which  switch  is  connected  with  a 
rheostat  or  controller  for  regulating  the  current  supplied  to  the  lamp. 

The  method  of  using  the  instrument  is  as  follows,  viz. :  The 
obturator  is  inserted  into  the  tube,  the  light  and  megaloscope  being 
removed.   The  tube  is  introduced  into  the  cavity  to  be  examined,  then 
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the  obturator  is  removed  and  the  light  inserted  and  the  rod  holding 
the  megaloscope  is  screwed  down  into  place,  holding  the  lamp  firmly 
in  position.  The  connection  with  the  battery  is  then  made  and  the 
switch  turned  one  point  at  a  time  until  the  required  brilliancy  is  ob- 
tained. 

The  cavity  is  dried  by  sponging  through  the  tube  with  long  match 
sticks  the  ends  of  which  are  wrapped  with  absorbent  cotton,  or  by  a 
small  pledget  of  cotton  in  the  grasp  of  a  long-handle  dressing  forceps. 
The  focus  of  the  megaloscope  is  adjusted  by  means  of  a  fine  thumb- 
screw. 

The  instrument  is  adapted  for  examination  of  the  bladder  as  well 
as  the  interior  of  the  uterus.  It  is  needless  for  me  to  take  up  the  time 
of  the  society  by  enumerating  the  advantages  of  inspection  of  these 
cavities,  or  the  advantages  of  this  over  other  methods  of  examination. 
The  cost  of  the  instrument  complete  is  $30,  additional  lamps  are  $2 
each  and  the  cost  of  renewing  the  battery  is  $1. 

Discussion. 

Dr.  H.  N.  Vineberg:  For  inspection  of  the  bladder,  I  think  we 
have  a  perfect  method  now, — that  of  Kelly.  I  do  not  see  the  advantage 
of  this  new  instrument.  It  does  not  permit  the  passage  of  the  ureteral 
catheter,  which  is  one  of  the  main  objects  in  view  when  the  bladder 
is  explored,  nor  does  it  permit  of  making  a  topical  application  to  the 
bladder. 

As  to  the  battery  employed,  I  have  had  some  experience  with  these 
cells  and  have  found  that  they  are  not  to  be  depended  upon.  In  one 
instance  the  light  was  good  for  fifteen  minutes  and  then  became  so  poor 
that  I  was  unable  to  make  the  exploration.  I  had  used  the  battery  in 
only  two  examinations  previously. 

Dr.  J.  H.  Gunning:  My  experience  with  these  dry  cells  has  been 
similar  to  that  of  Dr.  Vineberg.  I  have  found,  however,  that  the  Mesco 
cell  holds  out  well. 

Dr.  A.  B.  Tucker  :  I  have  found  that  the  Mesco  cell  holds  out  well. 

Dr.  Boldt  :  So  far  as  cystoscopic  work  is  concerned  the  usual  head- 
light and  the  street  current  are  preferable  to  the  light  to  which  he  refers. 
Dry  cells  are  unreliable  and  cannot  be  depended  upon.  The  battery  may 
be  all  right  one  day  and  out  of  order  the  next. 

In  regard  to  inspection  of  the  uterine  cavity,  I  can  see  no  particular 
object  to  be  gained  by  looking  into  the  cavity  of  the  uterus,  because  we 
can  make  the  diagnosis  by  the  use  of  the  curette  or  sound  and  by  bi- 
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manual  examination  or  direct  examination  without  inspection.  I  dare 
say  that  Dr.  Goelet  will  agree  with  me  that  no  one  can  tell  anything 
about  the  condition  of  the  endometrium  by  simply  inspecting  it.  A 
good  deal  has  been  written  during  the  last  two  years  about  inspecting 
the  interior  of  the  uterus.  For  that  matter,  photographs  have  been 
taken  of  the  uterine  cavity. 

Dr.  Robert  L.  Dickinson  :  The  electric  headlight  is  very  desirable 
in  rectal  or  vaginal  work.  Indeed,  I  do  not  see  why  gynaecologists  do 
not  imitate  the  throat  specialists.  I  do  much  of  my  work  with  arti- 
ficial light,  using  the  Edison  current,  with  a  convertor.  But  for  so 
small  a  tube  as  the  cystoscope,  the  head-mirror  certainly  gives  the  better 
illumination.  A  three-foot  adjustable  jointed  arm  bearing  a  thirty-two 
c.  p.  incandescent  bulb  such  as  the  dentists  use,  is  swung  over  the  pa- 
tient opposite  my  mirror. 

Dr.  Goelet  :  My  experience  with  the  use  of  the  reflected  light  has 
not  been  entirely  satisfactory.  In  the  first  place  it  is  difficult  to  keep 
the  light  just  where  you  want  it.  Another  disadvantage  is  the  fact  that 
it  is  rather  blinding  or  obscures  the  vision.  I  have  been  experimenting 
with  the  uterine  endoscope  for  two  years  and  have  now  given  up  the 
use  of  reflected  light  because  I  have  found  it  so  unsatisfactory. 

Regarding  the  criticism  of  Dr.  Boldt  that  inspection  of  the  interior 
of  the  uterus  is  unnecessary,  the  argument  is  new  to  me  that  we  should 
not  know  what  we  are  doing  in  the  uterus  and  why  it  is  done,  or  that 
inspection  is  not  valuable  for  diagnosis.  In  a  case  I  curetted  some  years 
ago  examination  of  the  scrapings  showed  that  there  was  cancer  and 
the  uterus  was  therefore  removed.  On  splitting  the  uterus  after  its 
removal  I  found  that  in  curetting  the  uterine  cavity  something  had  been 
overlooked  in  one  corner,  when  I  had  supposed  I  had  removed  every- 
thing. If  I  had  been  able  to  look  into  the  uterus  at  that  time  after  I 
curetted  I  would  have  seen  it  and  removed  it.  Inspection  of  the  interior 
of  the  uterus  is  unquestionably  a  distinct  advantage  for  diagnostic  pur- 
poses, and  therefore  we  are  warranted  in  using  an  instrument  of  this 
kind.  The  other  day  I  had  occasion  to  curette  a  uterus  for  the  second 
time.  The  discharge  did  not  cease  after  the  first  curettage,  so  I  in- 
spected the  interior  of  the  uterus  and  found  an  area  which  had  been 
overlooked.  It  would  have  been  much  better  and  much  more  creditable 
to  have  done  the  operation  thoroughly  at  one  sitting,  but  this  instru- 
ment was  not  available  on  the  first  occasion.  It  is  often  possible,  also, 
with  the  aid  of  this  endoscope,  to  see  from  which  tube  a  discharge  is 
escaping  in  cases  of  tubal  disease,  and  I  believe  it  will  be  possible  with 
its  aid  to  enter  and  drain  the  tube  through  the  uterus  as  the  ureter  is 
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entered  through  the  bladder.  I  have  already  done  some  work  in  this 
direction,  but  as  yet  it  has  not  been  sufficient  to  be  of  any  practical 
utility.  My  experience  with  the  use  of  the  uterine  endoscope  thus  far 
warrants  me  in  saying  that  it  is  indispensable  as  a  means  of  diagnosis, 
but  it  cannot  be  appreciated  until  it  has  been  used  and  what  it  reveals 
is  understood. 

Dr.  A.  Palmer  Dudley  :  I  would  like  to  ask  what  position  the  pa- 
tient should  lie  in  when  this  instrument  is  being  used?  It  seems  to  me 
that  even  in  a  marked  Sims  position  the  light  would  be  obscured.  An- 
other disadvantage  is  that  the  instrument  offers  no  opportunity  for  the 
cleansing  away  of  secretion.  I  have  tried  this  examination  and  have 
found  that  unless  the  patient  is  in  the  lithotomy  position,  with  the  hips 
well  elevated,  one  cannot  see  well. 

As  to  the  battery,  I  can  testify  that  they  are  unreliable,  for  I  have 
had  some  at  my  house  which  only  lasted  a  day  or  two. 

If  you  dilate  sufficiently  to  permit  the  introduction  of  the  instru- 
ment, I  should  think  that  this  would  enable  you  to  see  the  cavity  of  the 
uterus  without  employing  the  tube. 

Dr.  Goelet,  in  reply  to  Dr.  Dudley,  said  he  had  used  one  of  these 
batteries  for  twenty  or  thirty  examinations,  and  it  was  still  in  good 
condition.  The  secretion  can  easily  be  removed  by  a  pledget  of  cotton 
wrapped  around  the  end  of  a  long  match  stick.  It  is  not  necessary  to 
remove  the  lamp,  this  can  be  done  with  the  lamp  in  position. 

Improved  Champetier  Bags. 

Dr.  E.  A.  Tucker:  My  only  apology  for  presenting  these  bags  is 
that  they  work  more  practically  than  any  others  I  have  seen.  The 
Champetier  bags  have  always  been  considered  the  best,  but  two  years 
ago  while  trying  to  deliver  a  patient,  I  used  up  a  set,  tearing  them 
apart  by  pulling  upon  them,  each  giving  way  at  the  neck  where  the  tube 
joins  the  bag.  It  then  occurred  to  me  that  if  we  could  get  a  bag  made 
strong  enough  at  that  point,  it  would  not  tear  and  the  result  would  be 
an  ideal  dilator.  I  therefore  asked  the  house  surgeon  at  the  Sloane 
Maternity  to  have  the  Goodyear  Rubber  Co.  make  such  a  bag,  taking 
the  Champetier  bag  as  a  sample.  For  several  years  past  Champetier, 
instead  of  having  but  one  bag,  uses  a  series  of  different-sized  bags. 
The  Goodyear  Company  now  makes  the  bags  which  I  show  you  in  sets 
of  four  sizes,  3,  5,  7  and  9  centimeters.  The  smallest  one  is  rarely  used 
in  obstetrics.  The  ordinary  metal  or  hard  rubber  ear-syringe  does  just 
as  well  as  the  expensive  special  syringe  for  filling  the  bags.  Lysol 
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solution  is  employed  for  this  purpose.  These  bags  will  stand  almost  any 
amount  of  pulling  and  will  dilate  any  cervix.  It  takes  about  an  hour 
to  run  through  the  set  without  hurrying.  Such  a  bag  exerts  as  much 
force  as  the  hand  and  does  not  tear  the  cervix  so  badly.  Dilation  is 
accomplished  by  relaxing  and  pulling  alternately.  These  bags  have 
been  used  at  the  Sloane  Maternity  for  two  years  for  inducing  labors, 
in  breech  presentations,  dry  labors,  etc.  They  have  given  great  sat- 
isfaction. Last  week  I  used  them  successfully  in  a  primipara  who  was 
threatened  with  eclampsia.   After  delivery  the  convulsion  occurred. 

Dr.  Edwin  B.  Cragin  :  I  would  like  to  speak  in  favor  of  these 
bags.  They  have  been  used  with  success  at  the  Sloane  Maternity,  es- 
pecially since  February,  in  about  19  cases.  I  cannot,  however,  agree 
with  Dr.  Tucker  that  the  large  bag  will  not  displace  the  presenting  part, 
especially  if  it  is  not  employed  carefully  and  distended  slowly.  How- 
ever, the  bag  has  been  as  successful  in  my  hands  as  it  has  been  in  those 
of  Dr.  Tucker,  particularly  in  cases  of  dry  labor,  in  the  induction  of 
labor,  and  in  placenta  prsevia. 

I  would  like  to  ask  for  information  in  regard  to  just  whose  idea 
this  strengthening  of  the  bag  is.  I  had  supposed  that  the  idea  orig- 
inated with  Dr.  Voorhees. 

In  regard  to  the  syringe  I  have  found  that  an  ordinary  Davidson 
syringe  answers  as  well  as  the  special  syringe  for  filling  the  bag,  and 
is  more  convenient  to  carry. 

Dr.  J.  Clifton  Edgar:  Champetier's  assistant  has  already  drawn 
attention  to  the  fact  that  there  was  a  weakness  of  the  bag  at  the  point 
where  the  tube  joins  the  bag,  and  to  remedy  this  he  proposed  tapes, 
which  pass  through  the  tube  and  blend  with  the  base  of  the  bag.  The 
idea  was  that  these  were  to  be  used  to  draw  upon  instead  of  on  the 
tube.  All  the  Champetier  bags  now  sold  have  these  two  tapes.  You  can 
put  pounds  of  pressure  upon  them  and  they  will  never  give  way.  I  have 
used  such  a  bag  for  a  long  time  in  demonstrations  and  it  has  not  given 
way.  In  practice  I  prefer  McLean's  bag  and  my  fingers  for  dilating 
the  os. 

Dr.  C.  A.  von  Ramdohr:  Do  I  understand  Dr.  Cragin  to  say  that 
the  bags  have  been  used  at  the  Sloane  Maternity  in  eighteen  cases  since 
February?    May  I  ask  how  many  cases  are  confined  there  each  year? 

Dr.  Cragin  :   Yes.   About  six  hundred. 

Dr.  Dickinson  :  The  great  objection  to  the  Champetier  bags  is 
that  they  do  not  stand  sterilization.  The  last  one  I  had  needed  repairs 
after  two  or  three  steamings. 

Dr.  Malcolm  McLean  :  The  elastic  pressure  of  the  Barnes  bag 
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is  entirely  lost  with  the  rigid  bag.  A  properly  placed  bag  keeps  up  that 
elastic  pressure  which  is  so  desirable  when  there  is  a  rigid  os.  There 
is  nothing  like  an  elastic  pressure  behind  the  cervix.  I  have  found  that 
there  is  no  advantage  in  having  a  bag  which  acts  as  a  wedge  from 
within.  The  continuous  hydrostatic  pressure  of  the  Barnes  bag  is 
preferable. 

Dr.  Robert  A.  Murray  :  Dr.  McLean  has  well  said  that  these  bags 
are  dangerous.  All  bags  of  a  triangular  shape  are  dangerous.  For 
instance,  take  the  case  cited  by  Dr.  Tucker;  the  primipara  threatened 
with  eclampsia.  A  big  is  inserted  and  the  attending  physician  goes  away 
leaving  the  bag  in  position.  After  delivery  some  hours  later  the  patient 
has  a  convulsion,  and  why  ?  Because  the  bag  dilated  the  lower  segment 
of  the  uterus.  Instead  of  dilating  the  cervix,  it  adds  just  so  much  bulk 
to  the  already  distended  uterus  for  the  reason  that  it  is  within  the 
cervix.  This  bag  is  a  dangerous  modification  of  the  Barnes  bag  and 
may  be  the  cause  of  rupture  of  the  uterus.  I  have  rarely  seen  a  cervix 
which  I  could  not  dilate  with  my  hand.  By  dilating  with  these  bags 
you  split  the  cervix;  this  tears  the  placenta  off  and  although  the  bag 
may  prevent  hemorrhage  the  child  dies. 

Dr.  Tucker:  I  did  not  intend  to  start  a  discussion  about  the  use 
of  bags  in  general.  My  only  object  in  bringing  up  the  subject  was  to 
show  you  a  bag  which  could  be  used  without  tearing  the  cervix  badly. 

Now,  in  answer  to  the  criticism  that  the  bag  lies  in  the  lower  seg- 
ment of  the  uterus,  it  seems  to  me  that  that  is  just  what  we  want  to 
dilate  along  the  cervix.  As  to  the  bags  being  dangerous,  I  do  not  be- 
lieve it.  I  have  never  seen  any  harm  come  from  their  use,  and  I  have 
done  good  work  with  them. 

As  to  whose  idea  it  was,  I  did  not  think  it  important  enough  to 
make  any  earlier  claim.  The  facts  are  these :  One  day  I  was  using 
the  Champetier  bags  and  pulling  them  to  pieces ;  I  said  to  my  assistant 
that  if  one  could  get  a  bag  which  would  stand  the  traction  it  would  be 
a  good  thing.  I  asked  him  to  see  the  Goodyear  people  and  get  them 
to  make  a  bag  stronger  at  the  junction  of  the  tube  with  the  bag,  and 
the  result  is  a  bag  which  will  stand  very  strong  traction. 

These  bags  stand  sterilization  well.  I  have  used  a  set  for  nearly  two 
years.  I  boil  them  for  twenty  minutes  before  use  and  carry  them  to  the 
bedside  in  a  towel.  I  have  done  this  many  times.  They  cost  only  a 
dollar  a  set — twenty-five  cents  a  piece. 

In  regard  to  inflating  the  bags  with  a  bulb  syringe,  my  idea  is  that 
one  wants  more  pressure  than  is  obtained  from  an  ordinary  hand 
syringe. 
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In  regard  to  hydrostatic  pressure,  I  would  claim  that  they  exert  such 
pressure  perfectly.  The  small  end  comes  well  down  into  the  cervix  and 
when  you  pull,  you  advance  further  into  the  cervix  according  to  the 
amount  of  traction  applied.  You  elongate  the  bag  a  little  by  the  trac- 
tion. During  the  interval  between  the  tractions  you  get  hydrostatic 
pressure  on  the  cervix,  so  that  the  dilatation  is  more  or  less  continuous 
and  always  under  full  control  of  the  operator. 

Improved  Cleveland  Operating  Table. 

Dr.  Cleveland  :  I  present  a  table  which  is  a  modification  of  my 
old  operating  table.    In  this  new  one,  so  admirably  made  by  the  Kny- 


Fig.  I. 


Improved  Cleveland  Operating  Table. 


Scheerer  Company,  I  have  introduced  several  new  features,  which  make 
it  a  decided  improvement  over  the  old  one.   With  my  old  table,  in  order 
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to  change  the  position  from  the  horizontal  to  the  Trendelenburg,  and 
vice  versa,  it  had  to  be  handled  by  two  or  more  persons,  usually  nurses 
who,  in  consequence,  were  obliged  to  scrub  their  hands  many  times  dur- 

Fig.  2. 


Improved  Cleveland  Operating  Table. 

ing  the  course  of  a  capital  operation.  In  the  new  table  the  changes  of 
position  are  made  solely  by  the  anaesthetist,  at  the  will  of  the  operator. 
This  the  anaesthetist  does  by  means  of  a  crank,  which  is  placed  near 
the  head  of  the  table,  where  he  sits.   There  is  also  a  second  crank  at  the 
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extreme  end  of  the  table,  by  which  he  can  lift  the  head  and  shoulders 
at  will. 

I  have  always  considered  that  the  Trendelenburg  position  was  a 
little  improved  upon  by  having  the  thighs  flexed  slightly  upon  the  pelvis, 
as,  by  this  means,  both  the  recti  and  psoas  muscles  are  relaxed.  This  is 
all  arranged  for  in  the  new  table. 

It  is  also  specially  adapted  for  operations  in  the  lithotomy  position, 
and  is  particularly  serviceable  during  vaginal  hysterectomy,  when  the 
intestines  prolapse  into  the  pelvis,  as,  by  tipping  the  table,  they  are  car- 
ried upward  out  of  the  field  of  operation. 

Being  made  of  steel,  painted  in  white  enamel,  and  covered  with  plate 
glass,  it  makes  a  handsome  piece  of  furniture. 

I  think  I  can  state  with  positiveness,  after  ten  months'  experience 
with  it,  that  this  table  answers  all  the  present  important  requirements  of 
a  general  as  well  as  a  gynaecological  operating  table. 

Portable  Operating  Table. 

Dr.  T.  Bentley  Squier  showed  a  portable  operating  table  which 
could  be  packed  in  a  case  about  twice  the  size  of  an  ordinary  suit  case. 
It  weighed  but  23  pounds  and  can  support  a  weight  of  500  pounds.  This 
extreme  of  rigidity  and  stability  is  made  possible  by  sliding  wire  braces. 

The  table  is  made  of  the  best  bicycle  tubing  and  the  folding  of  it 
is  accomplished  by  having  the  side  bars  toggle-jointed.  It  can  be 
thrown  into  the  Trendelenburg  and  lithotomy  positions  irt  a  few  seconds. 

The  change  from  the  dorsal  horizontal  position  to  the  Trendelenburg 
can  be  effected  without  moving  the  patient. 

The  table  has  demonstrated  its  practicability  by  over  a  year  of  hard 
usage,  during  which  time  it  has  required  no  repairing. 

Results  of  Conservative  Surgery  in  Some  Recent  Cases  of  Serious 

Pelvic  Disease. 

By  H.  N.  Vineberg,  M.D. 
(See  page  18.) 
Discussion. 

Dr.  Boldt:  We  can  practise  conservative  surgery  with  success  in 
some  cases,  while  in  others  it  is  a  complete  failure.   In  my  opinion,  in 
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suppurative  disease  of  the  adnexa  it  is  only  a  question  of  time  when  we 
would  have  to  do  a  secondary  operation  in  order  to  make  a  radical 
cure.  These  cases  fail  so  often  that  it  is  very  difficult  to  draw  the  line. 
We  must  wait  for  future  results. 

So  far  as  ovarian  cystoma  are  concerned,  I  recently  saw  a  very 
interesting  case  of  double  dermoid  in  a  very  young  woman,  aged  1 8 
or  19,  in  which  we  left  a  portion  of  fair  ovarian  structure.  She  made 
a  good  recovery  and  has  normal  and  painless  menstruation. 

Dr.  A.  J.  C.  Skene  :  I  shall  speak  in  regard  to  only  one  part  of  the 
paper,  that  is  why  some  patients  fail  to  perform  the  menstrual  function 
when  an  ovary  has  been  left  and  other  will  menstruate  regularly  when 
a  portion  of  the  ovary  remains,  and  even  become  pregnant,  as  in  some  of 
Dr.  Dudley's  cases.  I  do  not  know  how  we  can  answer  that  question 
any  more  than  we  can  tell  why  some  women  in  apparently  good  health 
do  not  menstruate  regularly,  while  others  do.  I  am  of  the  opinion  that 
in  cases  where  part  of  the  ovary  is  left  and  amenorrhoea  follows  the  por- 
tion of  the  ovary  left  was  so  diseased  that  it  was  functionally  inactive. 
To  my  mind  there  is  a  distinct  relation  between  the  ovary  and  the  func- 
tion of  menstruation.  The  question  would  naturally  arise,  if  we  know 
that  an  ovary  is  hopelessly  diseased,  why  should  we  hesitate  to  remove 
it?  If  not  able  to  decide  positively,  no  harm  will  come  from  leaving  it. 
I  do  not  think  it  should  be  by  any  means  a  difficult  question  as  to 
whether  we  should  remove  both  ovaries  or  only  one,  if  they  are  free 
from  the  suppurative  process. 

Dr.  Henry  C.  Coe  :  I  was  much  interested  in  the  paper  as  I  be- 
lieve that  conservative  operations  on  the  adnexa  are  best  performed  by 
the  abdominal  route.  When  a  conservative  operation  is  done  by  the  vag- 
ina, a  subsequent  abdominal  operation  is  sometimes  necessary  to  cure 
the  patient.  I  recently  saw  a  case  at  Bellevue  in  which  vaginal  fixa- 
tion had  been  successfully  performed  and  one  ovary  removed  The 
patient  had  had  persistent  pain,  so  that  it  was  necessary  to  do  laparo- 
tomy and  remove  the  other  ovary,  which  was  found  adherent  to  the 
cicatrix  jn  front  of  the  uterus,  showing  that  at  the  first  operation  it  had 
been  drawn  down  and  not  restored  to  its  place.  There  is  no  doubt  that 
pus  is  evacuated  most  safely  through  the  vagina,  and  that  it  is  usually 
better  to  remove  this  source  of  danger  first,  even  if  it  is  necessary  to 
do  an  abdominal  section  afterward  to  cure  the  patient.  But  it  is  not 
always  possible  to  reach  pus  by  the  vaginal  route ;  sometimes  we  think 
that  we  empty  a  pyosalpinx,  when  we  have  only  incised  an  abscess 
around  it.    When  appendicitis  complicates  these  cases  it  is  best  to  do 
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abdominal  section.  We  have  all  found  the  appendix  adherent  and  re- 
quiring removal,  where  this  condition  was  not  expected. 

The  question  of  preservation  of  the  menstrual  function  after  resec- 
tion of  the  ovaries  is  interesting,  and  in  the  prognosis  we  can  be  guided 
somewhat  by  the  history  of  the  case.  If  one  ovary  is  hopelessly  diseased 
and  the  other  is  doubtful,  we  may  split  the  ovary  and  study  the  condi- 
tion of  the  struma.  Recently  after  removing  a  cyst  of  the  left  ovary, 
I  thought  that  I  had  a  healthy  organ  on  the  opposite  side.  I  split  it 
open,  but  found  no  trace  of  ovarian  tissue  and  therefore  removed  it. 
This  subject  is  not  yet  sufficiently  understood  and  we  cannot  say  why 
some  patients  continue  to  menstruate  and  others  do  not.  We  doubtless 
all  do  as  careful  and  thorough  work  as  we  can,  yet  the  results  are  not 
always  satisfactory  as  regards  the  preservation  of  the  functions  of  ovu- 
lation and  fecundation. 

Dr.  Horace  Tracy  Hanks  :  The  question  of  how  much  to  remove 
in  recent  tubal  and  ovarian  disease  is  far  from  being  settled.  Many  of 
us  have  been  sadly  disappointed  in  our  results  of  trying  to  retain  one 
apparently  healthy  adnexum,  when  the  opposite  one  is  diseased  from 
gonorrhoea. 

Often  the  general  appearance  may  seem  healthy,  and  the  ovary  al- 
lowed to  remain,  but  in  three  weeks  the  latent  disease  starts  up  afresh, 
and  a  second  operation  is  urgently  required.  This  has  occurred  so  fre- 
quently with  my  cases,  where  I  have  allowed  the  second  ovary  to  remain, 
that  I  now  search  diligently  along  the  apparently  healthy  tube  for  any 
evidence  of  disease  before  I  close  the  abdominal  wall.  Failing  to  do 
this,  I  have  often  operated  a  second  time,  until  I  have  come  to  believe 
that  a  woman  who  has  a  gonorrhceal  pyosalpinx  is  far  safer  with  both 
adnexa  removed  than  she  can  possibly  be  with  one  retained  in  situ, 
and  this  no  matter  how  much  the  patient  may  wish  to  be  able  to  conceive 
again.  One  case  is  very  fresh  in  my  mind  as  this  very  week  the  patient 
has  consulted  me  again,  but  this  time  has  a  pus  tumor  on  the  right  side 
which  is  as  large  as  my  fist.  It  was  only  eight  weeks  ago  that  she  came 
to  me  with  a  similar  condition  on  the  left  side,  with  a  history  of  gonor- 
rhoea in  her  husband,  and  in  her  own  person  about  four  months  pre- 
vious. 

When  I  removed  the  left  tube  there  were  absolutely  no  signs  of 
tubal  salpingitis  on  the  right  side.  But  within  seven  weeks  it  has  de- 
veloped and  a  second  operation  is  required. 

In  puerperal  cases  it  is  not  necessary  to  do  a  cceliotomy  when  ovarian 
or  tubal  disease  is  present  on  one  side  only.  The  method  of  operating 
may  be  varied  according  as  you  have  every  proper  assistance,  and  sub- 
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sequent  good  nursing,  or  exactly  the  opposite.  With  the  former  condi- 
tions do  the  best  operation  you  are  capable  of  doing. 

But  with  poor  light  and  no  assistance,  and  the  expected  nursing  only 
indifferent,  we  should  open  the  abscess  through  the  vagina,  or  above 
Poupart's  ligament,  break  up  the  necrotic  tissue  with  the  finger,  thor- 
oughly irrigate  with  dilute  peroxide  of  hydrogen  and  normal  saline 
solution,  and  pack  with  iodoform  gauze  and  expect  good  results.  A 
case  in  point  is  Mrs.  B.,  in  the  country,  five  miles  from  a  physician  (who 
did  not  understand  abdominal  surgery),  and  the  mother  of  the  patient 
for  nurse.  She  was  delivered  with  forceps  after  twelve  hours'  labor, 
and  two  weeks  later  developed  septic  fever,  with  great  pain  and  ten- 
derness and  tumefaction  over  the  right  ovary.  I  was  sent  for  in  consul- 
tation and  found  the  patient  fearfully  emaciated,  very  weak,  with  pulse 
130,  temperature  102° ,  having  averaged  that  height  of  fever  for  three 
days.  Seeing  many  adverse  conditions  for  successful  abdominal  work, 
I  opened  above  Poupart's  ligament  and  emptied  a  large  pus-cavity, 
breaking  up  the  necrotic  ovary  and  irrigating  as  mentioned,  before  pack- 
ing with  iodoform  gauze.  The  result  was  most  satisfactory,  for  at  the 
present  time,  fifteen  months  later,  she  is  carrying  another  child  without 
discomfort,  and  expects  to  come  to  the  city  to  be  delivered  in  December 
of  this  year. 

Dr.  Dudley  :  There  are  two  points  in  the  author's  paper  that  I  want 
to  criticise.  First,  he  mentions  the  fact  that  some  patients  menstruate 
when  some  portion  of  the  ovary  remains,  while  others  do  not.  My  ex- 
perience is  this:  You  must  make  a  choice  of  the  ovarian  structure 
which  is  left.  You  may  leave  a  perfectly  symmetrical  ovary,  but  the 
woman  may  not  menstruate.  When  you  leave  tissue  which  shows  no 
corpus  luteum  the  woman  will  not  menstruate.  I  would  rather  leave  an 
ovary  which  shows  cystic  degeneration  than  one  which  shows  no  corpus 
luteum.  Again,  I  think  we  take  out  too  much  of  the  broad  ligament  in 
removing  the  ovary  and  tube  and  in  this  way  take  out  nerves  which 
govern  the  function  of  menstruation. 

I  cannot  agree  with  the  author  in  his  treatment  of  one  case  in  which 
he  removed  only  one  ovary  and  one  tube.  If  the  work  had  been  done 
carefully,  both  should  have  been  removed.  There  could  not  have  been 
secondary  infection. 

I  have  become  so  thoroughly  convinced  that  we  can  do  conserva- 
tive work  that  I  want  to  criticise  the  term  "conservatism."  It  means 
one  thing  at  one  time  and  another  thing  at  another  time.  Many  of  the 
conservative  operations  are  more  radical  than  a  hysterectomy. 

1  had  the  pleasure  of  attending  the  International  Congress  of  Gyn- 
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aecology  and  Obstetrics  in  Amsterdam  this  summer  and  of  presenting  a 
paper  on  implantation  of  the  ovary  in  order  to  keep  up  the  menstrual 
function.  Pregnancy  and  abortion  followed  one  case  in  which  the 
operation  was  performed.  Since  my  return  I  have  performed  the 
operation  upon  another  patient  in  whom  the  function  of  menstruation 
has  been  kept. 

Dr.  Vineberg,  in  closing:  In  answer  to  Dr.  Dudley,  I  would  say 
that  the  very  large  experience  which  he  has  had  should  show  him  that 
it  does  not  matter  how  much  of  the  broad  ligament  we  remove.  As  to 
his  remark  in  regard  to  the  reinfection  of  the  patient,  we  do  know  that 
gonococci  penetrate  the  uterus  or  through  the  stump  of  a  tube,  or  are 
carried  by  the  lymphatics  from  the  cervix. 

My  experience  in  suppurative  cases  is  the  reverse  of  that  of  Dr. 
Boldt,  for  I  have  seen  may  cases  in  which  there  was  suppuration  on  one 
side  and  not  on  the  other.  The  cases  which  give  the  least  satisfaction 
are  those  in  which  no  gross  lesions  are  present — merely  adhesions  of 
the  tubes,  ovaries  and  peritonaeum.  Even  when  everything  is  removed 
these  patients  continue  to  have  pain.  I  call  the  condition  pelvic  peri- 
tonitis from  some  obscure  cause. 

I  have  always  held  the  position  that  conservatism  has  a  certain  place 
in  gynaecology  and  I  try  to  practise  it. 

In  reference  to  Dr.  Coe's  comments  I  have  not  changed  my  attitude 
toward  the  vaginal  route  for  pelvic  affections.  I  have  always  main- 
tained that  the  cases  require  to  be  carefully  selected,  that  many  cases 
occur  in  which  the  abdominal  route  is  to  be  preferred. 

Official  Transactions. 

Robert  L.  Dickinson, 

Secretary. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  December  7,  1899. 

The  President,  Dr.  Charles  P.  Noble,  in  the  Chair. 

An  Improved  Method  of  treating  Prolapse  of  the  Uterus  and  Blad- 
der. 

By  Dr.  I.  S.  Stone,  Washington.    (By  invitation.) 
(See  page  6.) 

The  Treatment  of  Complete  Prolapse  of  the  Uterus  and  Vagina. 
By  Dr.  X.  O.  Werder,  Pittsburg.    (By  invitation.) 
(See  page  13.) 
Discussion. 

Dr.  E.  E.  Montgomery:  The  first  speaker  very  modestly  made 
an  apology  for  coming  before  us  and  presenting  a  paper  upon  "An  Im- 
proved Method  for  treating  Prolapse  of  the  Uterus  and  Bladder." 
Any  one  who  can  give  us  information  that  will  assist  us  in  treating 
this  condition  in  such  a  manner  that  will  prevent  its  subsequent  re- 
currence is  conferring  a  great  favor,  and  no  apology  is  required  for  at- 
tempting to  throw  light  upon  the  subject. 

I  have  be'en  greatly  interested  in  his  suggestion  regarding  the 
importance  of  lifting  up  the  bladder  and  attaching  it  at  a  higher  level 
to  the  uterus.  It  is  certainly  a  point  of  interest  and  of  importance. 
In  the  paper  presented  by  Dr.  Werder  upon  the  same  subject,  he  prac- 
tically lifts  up  the  bladder  by  his  series  of  sutures  covering  over  the  ex- 
tensive denudation  he  makes  with  the  anterior  wall.  I  have  long  been 
in  the  habit  in  doing  anterior  colporrhaphy  after  making  extensive 
denudation  to  introduce  the  sutures  in  such  a  way  as  to  shorten  the  an- 
terior wall  in  the  vertical  as  well  as  the  transverse  direction.    I  prefer 
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other  methods  of  suture  to  that  of  Stoltz,  as  it  does  not  accomplish  the 
purpose  as  effectually. 

Both  gentlemen  seem  to  condemn  the  advisability  of  doing  hys- 
terectomy for  these  displacements,  and  particularly  where  the  condition 
is  complicated  by  displacement  of  the  uterus.  There  is  one  condition, 
however,  the  vagino-uterine  prolapse,  in  which  amputation  of  the  cer- 
vix seems  justifiable.  Stitching  the  stump  to  the  abdominal  wall 
seems  to  me  the  most  effective  method  of  treating  these  conditions ; 
doing  first  a  plastic  operation  upon  the  anterior  wall,  which  is  followed 
by  a  posterior  colporrhaphy  extended  well  upon  the  posterior  wall, 
which  brings  it  into  apposition  with  the  anterior.  The  abdomen  is 
then  opened,  the  fundus  amputated,  and  the  stump  stitched  to  the  an- 
terior abdominal  wall.  This  operation,  of  course,  is  preferably  done  in 
those  cases  which  have  passed  the  menopause.  Such  a  method  of 
procedure  will  in  the  great  majority  of  cases  accomplish  relief. 

In  one  patient  upon  whom  I  did  an  operation  the  woman  subse- 
quently had  a  hernia  through  the  posterior  fornix  of  the  vagina.  The 
large  opening  that  had  taken  place,  as  the  result  of  the  previous  dis- 
placement, together  with  the  intra-abdominal  pressure,  resulted  in 
hernia  through  the  vagina.  Recently  in  a  patient  operated  on  at  St. 
Joseph's  Hospital,  the  woman  had  had  irreducible  prolapse  of  the  uterus 
for  four  years.  The  organ  was  very  large  and  the  sac,  which  was 
composed  of  the  uterus,  vagina,  and  portion  of  the  bladder,  was  found 
to  contain  also  a  considerable  sized  pyosalpinx.  The  uterus  was  re- 
moved with  the  ovaries  and  tubes.  The  posterior  portion  of  the  vag- 
inal wall  was  in  such  a  condition  that  we  could  not  attempt  a  plastic 
operation  upon  the  vagina.  We  had  to  content  ourselves  with  replac- 
ing the  wall,  and  packing  the  vagina  with  gauze  in  the  hope  that  ad- 
hesions might  hold  up  the  vagina.  In  less  than  a  year,  the  patient 
returned  with  an  extensive  hernia  and  a  reinversion  of  the  vagina.  In 
her  case  a  plastic  operation  was  done — anterior  and  posterior  colpor- 
rhaphy, the  abdomen  then  opened,  the  vagina  drawn  up  and  stitched 
to  the  abdominal  walls  after  which  the  tissues  behind  the  vagina 
the  remnants  of  the  utero-sacral  ligaments,  were  drawn  together,  and 
stitched  to-  the  sides  of  the  rectum  in  such  a  way  as  to  keep  the  intes- 
tines from  falling  into  Douglas's  pouch.  Whether  this  operation  will 
be  sufficient  to  prevent  the  re-development  of  the  condition  can  only 
be  determined  by  experience. 

The  operation  of  ventrofixation  in  these  cases  seems  to  me  faulty, 
because  we  have  an  organ  whose  utero-sacral  ligaments  have  been 
elongated,  and  even  though  the  pelvic  floor  is  reconstructed,  the  thick- 
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ened  vagina  and  large  uterus  hangs  from  the  abdominal  wall.  While 
it  is  true  this  is  an  anchorage  of  service,  yet  it  does  not  do  away  with 
the  discomfort  to  the  patient.  These  cases,  it  seems  to  me,  would  be 
greatly  improved  by  an  additional  fastening  of  the  uterus  through 
shortening  of  the  utero-sacral  ligaments.  This  can  be  readily  done 
ut  the  time  of  the  abdominal  operation. 

I  have  been  greatly  interested  in  both  of  these  papers  and  feel  that 
the  consideration  of  the  subject  cannot  but  be  of  use  to  us,  and  will  lead 
to  still  further  improved  methods. 

Dr.  J.  M.  Fisher:  I  have  been  much  interested  in  Dr.  Stone's 
paper,  because  I  think  it  is  founded  on  proper  surgical  principles. 
The  pelvic  organs  are  interdependent  in  their  position  and  function  in 
health  and  disease.  Displacement  of  one  means  displacement  of  an- 
other, or  sometimes  displacement  of  all  the  organs  of  this  particular 
region  of  the  body.  It  is  founded  on  proper  surgical  principles  be- 
cause it  restores  the  normal  anatomical  relations  of  parts  in  many  of 
these  cases  of  cystocele.  The  anterior  vaginal  wall  is  the  most  im- 
portant direct  supporting  structure  to  the  pelvic  organs  above  it. 
There  is  a  continuous  muscular  attachment  of  the  vaginal  roof  from 
the  symphysis  to  the  sacrum. 

Before  discussing  the  treatment  advised  we  should  consider  some 
of  the  causes  that  bring  about  cystocele  and  a  prolapsed  condition  of 
the  uterus.  Not  every  case  of  this  kind  requires  operation.  It  has 
been  pointed  out  in  the  case  of  a  woman  placed  upon  the  Banting  treat- 
ment for  obesity  that  after  she  had  lost  twenty-one  pounds  she  suffered 
from  a  prolapsed  condition  of  the  uterus.  After  restoration  of  this 
weight  the  uterus  went  back  into  position.  I  recall  one  case  of  a 
woman  who  had  lost  a  considerable  number  of  pounds  who  complained 
of  pelvic  distress.  Examination  showed  the  vagina  relaxed  and  a 
prolapsed  condition  of  the  uterus  and  the  anterior  wall  of  the  vagina. 
I  told  her  an  operation  was  necessary,  mentioning  several,  to  prevent 
further  prolapse.  She  spent  some  time  at  the  seashore,  gained  fifteen 
to  twenty  pounds,  and,  upon  her  return  there  was  no  prolapse  of  the 
structures,  their  tone  having  been  restored  by  outdoor  exercise,  a 
change  of  air  and  scene,  rest,  and  good  food. 

Subinvolution  is  very  often  a  cause  of  prolapse  of  the  uterus  and 
of  the  anterior  vaginal  wall ;  it  simply  means  a  relaxation  of  the  pelvic 
organs  in  general.  Proper  constitutional  treatment,  proper  local  meth- 
ods, administration  of  iron,  quinine  and  general  tonics  and  the  injec- 
tion of  hot  water  in  large  quantities  bring  about  involution  of  these 
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structures.  Introducing  a  pessary  or  glycerine  tampons  are  sometimes 
indicated. 

If  the  muscular  layer  of  the  vaginal  roof  is  broken  through,  result- 
ing in  the  formation  of  a  cystocele  and  a  prolapsed  condition  of  the 
uterus,  the  best  operation  is  that  suggested  by  Dr.  Stone.  Dr.  Stone's 
operation  is,  I  think,  a  modification  of  the  one  by  Hadra,  who  first 
detached  the  vagina  from  the  cervix  and  then  attached  the  retracted 
muscular  structure  to  the  organ  at  a  higher  level  and  by  transverse 
sutures  closed  up  the  gap  below. 

In  cases  of  detachment  of  the  muscular  structure  of  the  anterior 
vaginal  wall  from  the  cervix  it  does  not  matter  how  much  healthy 
vaginal  wall  there  is  laterally  or  posteriorly.  The  want  of  muscular 
attachment  at  the  cervico- vaginal  junction  must  result  in  cystocele. 
The  operation  of  Dr.  Stone,  therefore,  as  stated,  is  founded  upon  proper 
surgical  principles  because  it  restores  the  musculature  of  the  vaginal 
roof,  which  is  the  main  direct  support  of  the  genital  organs  above. 

Dr.  George  E.  Shoemaker:  The  method  of  suturing  the  bladder 
at  a  higher  point  is  certainly  one  founded  on  correct  mechanical  prin- 
ciples. It  has  proved  satisfactory  in  the  hands  of  those  who  have  been 
operating  for  these  conditions,  although  the  exact  procedures  followed 
may  be  considered  as  belonging  to  different  individuals.  My  custom 
has  been  to  follow  very  much  the  method  spoken  by  Dr.  Werder,  that 
is,  to  do  a  series  of  operations,  in  which  amputation  of  the  cervix  is  one 
of  the  most  important  elements.  The  amputation  of  the  cervix,  that  is, 
the  opening  of  the  vaginal  vault  before  and  back  of  the  cervix,  stripping 
out  from  an  inch  to  an  inch  and  a  half  of  the  uterus,  tying  the  uterine  ar- 
teries to  avoid  haemorrhage  and  then  sewing  on  the  vaginal  walls  again 
at  a  higher  point,  does  exactly  what,  is  contemplated  in  shortening  the 
uterosacral  ligaments  and  in  fixing  the  bladder  at  a  higher  point. 

Now,  having  attached  the  bladder  at  a  higher  point,  and  also  having 
attached  the  posterior  wall  of  the  uterus  at  a  higher  point,  if  the  short- 
ened uterus  be  then  suspended  another  link  is  added  to  the  chain.  If 
this  to  be  followed  by  the  perinseal  repair,  the  restoration  of  a  solid  peri- 
natal floor  you  give  the  needed  support  below,  and  that  is  a  procedure,  as 
indicated  by  Dr.  Werder,  which  has  been  very  satisfactory.  The  exact 
method  of  dealing  with  the  anterior  vaginal  wall  by  suture  is  open  for 
discussion.  The  failure  in  the  Stoltz  operation  is  that  the  purse-string 
may  cut  out  too  soon;  but  if  a  series  of  longitudinal  sutures  of  catgut 
and  then  fine  silk  be  put  in  later  a  firm  scar  will  be  formed  in  the  an- 
terior vaginal  wall.  In  cases  where  extensive  shortening  of  the  an- 
terior wall  is  not  required,  this  procedure  is  helpful,  provided  there  is 
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a  very  thorough  suturing  with  catgut  underneath  the  silk.  The  silk 
stitch  need  not  be  put  in  as  a  purse-string,  but  as  a  succession  of  purse- 
strings,  one  over  the  other.  The  main  object  is  to  secure  a  column  of 
shortened  tissue;  a  support  by  a  column,  and  not  a  point  where  there 
is  a  mass  of  scar  tissue. 

Dr.  R.  C.  Norris  :  In  my  experience  I  have  never  once  seen  com- 
plete prolapse  of  the  uterus  with  the  uterus  in  the  anteverted  position; 
it  has  always  been  displaced  backward.  This  fact  should  be  borne  in 
mind.  What  we  need  to  do,  in  addition  to  plastic  work,  is  to  bring 
about  a  condition  of  affairs  in  which  the  uterus  is  kept  in  an  anteverted 
position.  It  then  cannot  prolapse  through  the  vagina.  For  that  rea- 
son I  have  been  much  more  successful  in  operating  upon  these  cases 
since  utilizing  ventro-suspension. 

While  Dr.  Werder  was  reading  his  paper  I  thought  if  one  were  to 
ask  me  the  operations  I  employ,  I  would  reply  the  same  operations  he 
has  described,  with  one  additional  procedure.  As  has  been  pointed  out, 
it  is  necessary  to  take  up  the  relaxation  in  the  anterial  vaginal  wall,  and 
for  similar  reasons  I  think  it  is  also  necessary  to  take  up  the  relaxation 
of  the  posterior  cul-de-sac.  Dr.  Montgomery  has  referred  to  the  de- 
sirability of  shortening  the  utero-sacral  ligaments  through  the  ab- 
dominal incision.  My  practice  is  to  attempt  the  same  result  during  the 
vaginal  operation  by  narrowing  and  shortening  the  posterior  cul-de- 
sac.  For  the  anterior  vaginal  wall  an  oval  denudation  is  better  and 
the  use  of  interrupted  or  buried  tier  sutures  makes  a  dense  cicatrix  in 
the  longitudinal  axis  of  the  vagina  that  gives  the  necessary  support  for 
the  bladder. 

The  Stoltz  operation  will  shorten  the  anterior  vaginal  wall ;  it  neces- 
sarily lessens  the  distance  between  the  cervix  and  meatus,  and  will 
draw  the  cervix  forward  and  help  to  promote  retroversion  of  the  uterus 
and  thus  favors  a  further  descent  of  the  uterus.  I  think  it  is  quite 
necessary  to  obliterate  to  some  extent  the  posterior  cul-de-sac,  and 
this  may  be  done  when  operating  on  the  posterior  vaginal  wall  by  de- 
nuding a  V-shaped  area  back  of  the  cervix,  the  apex  of  this  area  being 
behind  the  cervix.  Dr.  Werder  prefers  the  Emmett  operation  for  the 
posterior  vaginal  wall,  which  is  my  choice  for  women  within  the  child- 
bearing  age.  In  old  women,  who  will  not  bear  children,  I  have  found 
more  satisfactory  results  by  bringing  together  the  relaxed  pelvic  fascia 
and  levator  ani  muscles  in  front  of  the  rectocele.  This  procedure,  it  is 
true,  brings  about  an  abnormal  anatomical  relation,  but  it  makes  for 
these  old  women  a  firm  pelvic  floor  which  is  of  advantage  in  holding  up 
the  uterus.    It  would  be  a  disadvantage  in  women  likely  to  bear  chil- 
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dren,  and  in  such  the  Emmett  operation  is  the  one  to  follow.  I  would 
lay  stress  on  the  attempt  to  obliterate  to  some  extent  Douglas'  cul-de- 
sac,  for  it  is  a  part  of  the  operation  which  most  men  neglect.  Some 
attempt  should  be  made  to  make  scar  tissue  in  the  posterior  cul-de-sac, 
in  order  to  hold  the  cervix  up  and  have  it  point  toward  the  sacrum,  and 
thus  help  to  maintain  the  anteverted  position  of  the  uterus.  If  ventro- 
suspension  is  done,  as  suggested,  by  attaching  the  anterior  wall  of  the 
uterus,  we  will  have  the  intra-abdominal  pressure  soon  exerted  upon 
the  anterior  wall  of  the  uterus  and  the  womb  will  become  retroverted 
and  in  the  course  of  time,  its  axis  being  then  the  same  as  that  of  the 
vagina,  the  uterus  finally  is  driven  through  the  gradually  dilating  vag- 
ina, and  appears  at  the  vulva.  It  is  not  necessary  to  firmly  fix  the 
uterus  to  the  anterior  abdominal  wall,  and  this  is  particularly  unde- 
sirable in  women  likely  to  bear  children,  but  the  posterior  portion  of 
the  fundus  should  receive  the  stitches,  in  order  to  be  sure  that  ante- 
version  will  be  secured.  In  my  experience,  these  cases  of  procedentia 
so  operated  upon  have  been  among  my  most  successful  operations,  and 
I  heartily  agree  with  those  gentlemen  who  condemn  hysterectomy.  I 
have  twice  done  vaginal  hysterectomy  for  procedentia  and  have  sub- 
sequently found  inversion  and  prolapse  of  the  vagina.  I  think  ventro- 
suspension  or  ventrofixation  in  old  women  will  bring  about  satisfactory 
anatomical  results  and  does  not  unnecessarily  sacrifice  the  uterus.  In 
conclusion,  I  wish  to  emphasize  the  fact  that  any  operations,  to  be  suc- 
cessful, must  secure  and  maintain  anteversion  of  the  uterus  which  will 
not  then  be  disposed  to  prolapse  through  the  vagina,  and  to  effect  this 
anteverted  condition  of  the  uterus  I  would  lay  special  stress  upon  the 
desirability  of  ventro-suspension  and  of  diminishing  the  area  of  Doug- 
las' cul-de-sac,  in  addition  to  the  usual  plastic  operations. 

Dr.  Charles  P.  Noble  :  The  paper  of  Dr.  Stone  is  a  very  interest- 
ing one.  Like  all  new  matters,  of  course,  we  have  to  look  upon  the 
method  from  the  standpoint  of  theory  until  it  is  decided  by  the  result 
of  experience.  As  has  been  said  by  some  of  the  other  speakers,  the 
principles  laid  down  by  Dr.  Werder  are  very  sound,  and  certainly  if 
I  had  written  a  paper  on  this  subject  it  would  have  been  written  along 
the  same  lines,  not,  perhaps,  the  same  in  detail,  but  in  essentials. 

I  have  been  often  astonished  by  a  diagnosis  of  procedentia  in  single 
women;  I  have  case  after  case  of  this  kind  sent  to  me.  I  have  never 
seen  but  two  cases  in  my  life  of  procedentia  in  women  who  have  not 
borne  children.  In  one  case  the  uterus  was  pushed  out  by  a  tumor 
and  in  another  case  it  occurred  in  a  mill-hand,  who  had  to  drag  about 
large  bundles.    We  have  prolapse  of  the  uterus — prolapse  of  the  an- 
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terior  segment  of  the  pelvic  floor — because  the  posterior  or  support- 
ing segment  has  been  injured  by  labor.  I  think  that  is  the  key-note  of 
how  to  cure  procedentia,  because  whatever  else  we  do,  unless  we  get 
a  good  posterior  segment  of  the  pelvic  floor,  the  operation  will  be  a 
failure.  Therein  I  would  differ  from  Dr.  Werder  when  he  said  the 
most  important  step  in  the  cure  was  the  restoration  of  the  anterior 
vaginal  wall.  It  is  undoubtedly  an  important  step,  but  far  less  im- 
portant than  to  build  up  a  good  posterior  segment  of  the  pelvic  floor ; 
that  is,  to  make  a  good  perinseum. 

I  quite  agree  with  what  others  have  said  and  as  emphasized  by  Dr. 
Norris,  that  the  most  important  point  in  the  ventro-suspension  is  not 
that  you  fix  the  uterus  to  the  abdominal  wall,  but  that  you  anteflex  it. 
In  many  of  these  cases  I  have  sutured  the  uterus  just  as  lightly  as  I 
would  do  for  retroversion  and  the  results  have  been  entirely  good. 

There  are  a  number  of  isolated  points,  which  I  shall  touch  upon. 
With  reference  to  the  method  of  operating  upon  the  anterior  vaginal 
wall.  It  is  my  practice  to  resect  the  anterior  vaginal  wall  sufficiently 
to  take  away  redundant  tissue.  The  method  I  have  used  is  to  intro- 
duce running  catgut  sutures  with  mattress  silkworm-gut  sutures  to 
take  off  the  tension.  The  important  points  are  to  do  a  resection  and 
not  a  mere  colporrhaphy ;  and  not  to  shorten  the  anterior  vaginal  wall. 

I  think  the  Stoltz  operation  is  essentially  bad  for  the  reason  that  it 
brings  the  cervix  closer  to  the  urethral  orifice  and  tends  to  bring  about 
retroversion  and  favors  the  reestablishment  of  the  prolapse.  Except 
in  rare  cases  of  immense  cystocele,  where  there  is  such  great  elonga- 
tion of  the  anterior  vaginal  wall  that  one  can  afford  to  shorten  it,  I 
think  the  Stoltz  operation  is  to  be  condemned. 

Another  point  is  as  to  the  order  in  which  operations  are  done.  I 
have  not  followed  the  order  laid  down  by  Dr.  Werder,  and  as  in  a  very 
large  experience  the  results  have  been  uniformly  satisfactory,  I  do 
not  think  it  essential  to  observe  that  order.  As  a  matter  of  convenience 
I  curette,  amputate  cervix,  resect  the  anterior  vaginal  wall,  build  up  a 
good  perinaeum  and  do  hysterorrhaphy. 

We  often  hear  about  the  poor  results  of  operation  in  procedentia. 
That  has  not  been  my  experience.  Years  ago,  when  my  experience  had 
not  been  large,  the  results  were  good,  and  when  we  added  hysteror- 
rhaphy to  the  plastic  work  they  were  even  better.  To  the  best  of  my 
knowledge  I  have  had  but  three  recurrences  in  prolapsus  operations; 
two  were  partial  where  hysterorrhaphy  was  not  done;  and  one  case 
in  which  hysterorrhaphy  was  done.  I  agree  with  Dr.  Montgomery 
that  there  are  exceptional  cases,  such  as  distention  laterally  and  antero- 


84 


The  Philadelphia  Obstetrical  Society. 


posteriorly  of  Douglas'  pouch  with  enterocele,  which  it  is  practically 
impossible  to  cure.  But  at'  all  events  these  are  very  rare  exceptional 
cases,  and  not  to  be  taken  into  consideration  in  routine  work. 

Finally,  I  have  done  two  vaginal  hysterectomies  in  prolapsus  cases. 
In  one  case  there  was  some  question  whether  the  uterus  was  cancer- 
ous and,  as  the  woman  was  past  the  menopause,  hysterectomy  was 
done;  the  usual  plastic  operations  were  done,  and  I  believe  that  patient 
was  cured.  In  the  other  case  only  the  hysterectomy  was  done;  the 
plastic  operation  was  put  off,  the  patient  left  the  hospital,  and  was 
never  heard  of  again. 

Dr.  Stone  :  I  thank  you  very  kindly,  one  and  all,  for  not  criticising 
the  suggestions  I  have  made  to-night  with  very  much  more  earnestness. 
I  expected  to  hear  several  say  that  they  had  performed  the  operation  and 
laid  it  aside  years  ago;  and  I  fully  expected  to  hear  some  one  criticise 
what  appears  to  be  the  shortening  of  the  anterior  vaginal  wall  in  the 
reattachment  of  the  vaginal  wall  to  the  uterus.  To  that  particular  point 
I  was  going  to  reply  that  the  vaginal  wall,  strictly  speaking,  is  not 
shortened;  it  is  merely  sutured  to  a  higher  point  in  lifting  the  bladder 
higher  in  the  pelvis.  If  any  one  has  ever  seen  a  pelvis  from  above  or 
from  the  abdominal  side,  before  plastic  operations  are  done  for  pro- 
lapse, they  would  understand  what  is  meant  by  procidentia,  or  hernia. 
I  once  had  the  opportunity  of  seeing  this,  and  learned  a  very  useful 
lesson  from  the  appearance  of  the  prolapsed  organs  as  seen  from  above. 
I  think  a  very  important  suggestion  is  that  made  by  Dr.  Montgomery, 
of  shortening  the  utero-sacral  ligaments,  to  reduce  the  size  of  Doug- 
las' cul-de-sac,  because  that  is  really  a  weak  point  which  ought  to  be 
treated  to  avoid  hernia. 

Another  suggestion  which  I  might  have  made  in  the  paper  and 
which  I  make  now,  is  that  we  must  bear  in  mind  that  in  enteroptosis  the 
additional  weight  of  the  intestines,  due  to  elongation  of  the  mesentery, 
makes  any  operation  upon  the  vaginal  wall  liable  to  be  undone  and  the 
former  condition  return. 

In  regard  to  the  general  features  of  the  operation,  I  think  we  all 
agree  with  Dr.  Werder's  admirable  suggestions  which  I  think  are  prac- 
tised by  nearly  all  surgeons.  The  only  thing  that  surprises  me  is  that 
the  President  has  had  such  good  success  in  operations  for  procidentia. 
I  thought  I  had  success  for  a  number  of  years,  but  since  I  have  been 
watching  my  cases  more  closely,  I  find  more  failures  than  I  anticipated. 
In  the  ventrofixation  cases  we  often  find  a  tendency  to  cystocele,  if  it  has 
once  existed,  and  it  is  not  good  surgery  to  leave  that  condition  after 
any  suspension  operation.    It  is  because  the  cellular  tissue  and  fascia 
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has  been  overstretched,  and  where  hernia  has  been  formed  it  rarely  is 
cured  short  of  some  operative  procedure. 

I  am  greatly  obliged  for  the  invitation  to  appear  among  you,  to 
read  a  paper  and  to  be  with  you  socially  and  otherwise. 

Dr.  Werder:  I  am  rather  agreeably  surprised  to  learn  that  we 
all  agree  in  regard  to  the  treatment  of  complete  procidentia,  at  least  in 
all  the  essential  points.    I  have,  therefore,  very  little  to  say  in  reply. 

The  suggestions  to  shorten  the  utero-sacral  ligaments  at  the  same 
time  that  the  fixation  is  made  to  the  abdominal  wall  and  to  obliterate 
Douglas'  cul-de-sac  are  very  good.  I  believe  that  that  can  be  accom- 
plished, however,  by  the  high  amputation  of  the  cervix.  The  cica- 
tricial formation  following  this  operation  is  usually  so  decided  that 
there  is  a  good  deal  of  contraction  in  consequence,  producing  more  or 
less  obliteration  of  Douglas'  pouch.  Therefore,  I  believe  that  in  doing 
a  high  amputation  of  the  cervix  in  complete  prolapse  in  connection  with 
very  thorough  plastic  operations  on  the  anterior  and  posterior  vaginal 
walls  and  ventrofixation,  we  can  accomplish  all  that  is  necessary,  and 
my  experience  certainly  would  lead  me  to  regard  this  combination  as 
ideal  in  its  results. 

The  operation  suggestion  by  Dr.  Stone,  I  should  imagine,  would  be 
a  very  good  one  in  those  rare  forms  of  procidentia  in  which  the  bladder 
has  become  separated  from  the  uterus  and  the  anterior  wall  of  the  vag- 
ina. In  those  cases  a  simple  colporrhaphy  would  hardly  answer  the 
purpose. 

Official  Transactions. 

Frank  W.  T  alley, 

Secretary. 
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ABSTRACTS. 

This  Department  is  in  Charge  of  the  Following  Staff  of  Sub-Editors: 
Dr.  T.  W.  Cleaveland,  Dr.  G.  H.  Mallett,  Dr.  A.  D.  Chaffee. 
GYNECOLOGY. 
United  States. 

Ovarian  Multilocular  Cystic  Tumor,  existing  for  Thirty-five  Years 
without  destroying  Life. 

De  Forest  Willard  and  S.  M.  Wilson  (Trans.  Col.  Phys.  of  Phil- 
adelphia, 1899)  report  the  case  as  showing  the  length  of  time  which 
it  is  possible  for  a  woman  to  live  with  the  existence  of  such  a  tumor, 
provided  it  be  non-malignant.  A  retrospect  of  the  condition  of  gynae- 
cological surgery  thirty-five  years  ago  will  account  for  its  non-removal. 
The  two  Atlees,  who  were  the  leading  advocates  for  the  removal  of 
such  tumors,  were  denounced  by  their  professional  brethren  as  "dan- 
gerous men"  and  "murderers."  Agnew  had  only  given  the  operation 
a  trial  in  desperate  cases,  with  uniformly  fatal  results.  Keith  had  done 
his  first  operation  but  five  years  before.  It  was  the  common  practice 
to  tap  such  tumors,  but  even  that,  with  the  lack  of  antiseptic  methods, 
was  a  serious  procedure. 

The  patient,  when  first  seen,  was  a  married  woman,  forty-three  years 
of  age.  The  abdomen  had  been  increasing  in  size  for  four  years,  and 
was  about  the  size  attained  at  the  full  term  of  pregnancy.  She  was 
suffering  from  weight  and  dyspnoea.  She  would  not  hear  of  an  oper- 
ation, and  was  tapped.  The  fluid  accumulated  so  slowly  that  two  years 
elapsed  before  another  tapping  was  necessary.  This  was  repeated 
from  time  to  time.  Meanwhile  several  attacks  of  peritonitis  had  bound 
the  sac  to  the  abdominal  peritonaeum,  and  by  the  time  that  removal  of 
the  ovary  had  become  recognized  as  a  safe  operation,  the  tumor,  the 
intestines  and  the  abdominal  wall  had  become  so  adherent  as  to  pre- 
vent removal.  The  amount  of  fluid  removed  at  each  tapping  was 
twenty  quarts  or  more.  No  trouble  ever  followed  the  tappings.  The 
woman  passed  safely  through  several  acute  diseases,  but  at  the  age  of 
seventy-four  she  had  an  attack  of  influenza  and  bronchitis  at  a  time 
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when  her  abdomen  was  greatly  distended  (not  having  been  tapped  for 
eight  months),  and  died. 

Autopsy. — The  abdomen  was  seventy  inches  in  circumference.  The 
sac  was  so  thoroughly  incorporated  with  the  abdominal  wall  that  it 
had  to  be  dissected  out  by  removing  almost  the  entire  anterior  wall. 
Numerous  sacs  filled  with  greenish-yellow  fluid  were  opened.  Plates 
of  calcareous  formation  were  evident  throughout  portions  of  the  tu- 
mor, and  folds  of  small  intestine  were  incorporated  with  the  tumor  at 
various  points.  The  uterus  was  atrophied,  but  not  involved  in  the 
mass. 

Several  cases  of  cystic  tumor  of  the  ovary  of  long  standing  have 
been  reported,  many  of  them  being  dermoids,  but  in  several  of  these 
cases  sepsis  had  eventually  occurred. 

Uterine  Deviations. 

William  E.  Ground  (St.  Paul  Med.  Jour.,  November,  1899)  evi- 
dently thinks  that  the  uterus,  in  its  wild  and  untrammeled  state,  is  an 
organ  full  of  life  and  activity;  now  leaning  confidingly  against  the 
bladder,  then  standing  erect  in  the  pride  of  conscious  independence,  and 
anon  coyly  hiding  its  rounded  form  in  the  shady  recesses  of  Douglas' 
cul-de-sac.  But  when  the  owner  of  this  gazelle-like  organ  puts  on  a 
tight  corset,  crowding  down  the  intestines  into  the  rightful  gymnasium 
of  the  uterus,  congested  with  anger  like  an  enraged  turkey-gobbler, 
the  uterus  sulks  in  the  cul-de-sac,  refusing  to  emerge  until  forced  out 
by  the  finger  of  the  energetic  gynaecologist.  Not  content  with  this, 
surgical  procedures  are  instituted  by  which  this  once  free  and  uncon- 
fined  organ  is  bound  firmly  forward  in  one  position,  never  more  to 
wander  at  its  own  sweet  will  through  the  pelvic  cavity. 

The  writer  says  that  "the  pelvic  fascia,  with  their  attachments  high 
in  the  pelvis,  suspend  the  uterus  in  its  center  much  as  a  girl  sits  sus- 
pended in  a  hammock.  She  can  swing  and  tilt  forward  and  backward, 
and  tip  from  side  to  side,  and  even  lie  down  and  bob  up  again,  all  the 
time  maintaining  her  equilibrium  so  long  as  the  hammock  is  intact." 

If  adhesions,  the  result  of  inflammation  or  disease,  are  pathological, 
why  not  also  the  adhesions  formed  by  the  surgeon  in  the  various  forms 
of  anterior  fixation  of  the  uterus?  The  prime  factor  for  the  relief  of 
uterine  displacements  and  accompanying  congestions  is  to  remove  the 
causes  of  displacement  of  the  superimposed  abdominal  viscera,  in- 
crease the  tone  of  the  anterior  abdominal  wall,  and  by  thus  correcting 
pathological  pressure  in  the  pelvis,  relieve  the  irritability  of  the  sym- 
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pathetic  system,  especially  the  lumbar  and  solar  plexuses.  Add  to  this 
the  stimulation  of  the  torpid  intestinal  functions,  and  the  toning  up  of 
the  nervous  and  muscular  systems  by  active  out-door  exercise,  and  it 
is  seldom  that  surgical  measures  will  be  required.  Cases  of  acute  in- 
fection, abscesses,  or  growths,  require  individual  treatment.  Where 
uterine  deviations  are  due  to  the  shortening  or  undue  relaxation  of  the 
uterine  supports,  or  to  adhesions  due  to  old  inflammations,  the  Brandt 
method  of  massage,  if  persisted  in,  will  usually  prove  efficacious.  The 
day  of  operative  furor  for  uterine  displacements  is  rapidly  passing,  and 
these  operations  will  soon  find  their  legitimate  field,  which  will  be  about 
one-tenth  the  size  it  is  now. 

Intestinal  Obstruction  follozving  Vaginal  Hysterectomy. 

T.  J.  Watkins  (Chicago  Med.  Recorder,  November,  1899)  reports 
the  case  of  a  woman  on  whom  vaginal  hysterectomy  had  been  performed, 
the  uterus,  tubes  and  ovaries  having  been  removed.  Adhesions  were 
extensive  and  firm  over  the  organs.  None  of  the  intestines  protruded 
into  the  wound  during  the  operation.  One  clamp  was  placed  on  each 
broad  ligament,  and  iodoform  gauze  packed  about  the  pedicles.  The 
forceps  were  removed  after  forty-eight  hours,  and  the  gauze  on  the 
fifth  day,  when  douches  were  commenced.  The  patient  made  unusually 
good  progress  until  the  eighth  day,  when  she  had  an  attack  of  vomiting, 
accompanied  by  severe  pain  and  distention  of  the  abdomen.  Her  bow- 
els had  moved  freely  each  day,  and  an  ensema  following  the  severe  at- 
tack of  pain  was  followed  by  a  free  movement.  On  the  following  day 
the  intestines  were  so  distended  that  they  formed  ridges  across  the 
abdomen.  Small  doses  of  calomel  followed  by  a  saline  and  an 
ensema  resulted  in  a  fair  movement  of  the  bowels,  but  later  on  half 
an  ounce  of  magnesium  sulphate  in  twelve  ounces  of  water,  given  sub- 
cutaneously,  produced  no  result. 

The  following  day  the  patient  consented  to  take  an  anaesthetic  for 
the  purpose  of  an  examination,  but  refused  an  operation.  Separation 
of  the  wound  with  the  fingers  revealed  a  loop  of  intestine  adherent  to 
the  pelvic  floor.  This,  and  surrounding  adhesions,  were  loosened,  and 
the  intestine  packed  high  in  the  pelvis,  with  the  patient  in  Trendelen- 
burg position.  A  rectal  tube  was  passed  over  the  brim  of  the  pelvis, 
the  anus  closed  about  the  tube  with  a  purse-string  suture,  and  a  two- 
quart  enema  given  with  no  effect.  Strychnia,  faradism,  enemas,  etc., 
later  on  proved  of  no  value.  The  patient  having  finally  consented  to 
an  operation,  an  abdominal  section  was  made  the  next  day  and  revealed 
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numerous  loops  of  small  intestine  bound  down  by  old  and  new  ad- 
hesions. After  separating  these  the  intestines  showed  large  areas  com- 
pletely denuded  of  peritonaeum,  while  some  of  the  intestinal  wall  was 
as  dark  in  color  as  in  strangulated  hernia.  The  small  intestine  was 
tapped  by  a  large  needle,  and  a  large  amount  of  gas  and  about  a  pint  of 
fluid  allowed  to  escape.  The  needle  wound  was  closed  with  a  Lembert 
suture,  a  quart  of  normal  saline  solution  poured  into  the  abdominal 
cavity,  and  the  wound  in  the  abdomen  closed.  The  patient's  condi- 
tion at  the  close  of  the  operation  was  apparently  hopeless,  but  she  ral- 
lied rapidly,  had  a  free  bowel  movement  on  the  following  day,  and  in 
sixteen  days  left  the  hospital  in  good  condition.  The  recovery  of  the 
patient  after  three  days  of  complete  obstruction  of  the  bowel  was  sur- 
prising. The  small  movements  which  were  obtained  after  the  first 
attack  of  pain  undoubtedly  came  from  the  intestine  beyond  the  ob- 
struction. The  aspiration  of  the  intestine,  relieving  the  pressure,  and 
the  saline  solution  in  the  abdomen,  floating  the  intestines  out  of  the 
pelvis,  were  important  factors  in  the  recovery. 


OBSTETRICS. 

United  States. 

Heart  Disease  from  an  Obstetrical  Point  of  View. 

Adam  H.  Wright  (Amer.  Med.  Quar.,  September,  1899),  in  dis- 
cussing the  subject,  propounds  and  answers  a  number  of  questions 
bearing  on  various  points. 

1.  Should  a  woman  with  valvular  heart  disease  be  allowed  to 
marry?  Yes,  unless  there  are  serious  symptoms  present,  severe  at- 
tacks of  dyspnoea,  palpitation  on  exertion,  or  haemoptysis ;  though  it 
must  be  admitted  that  child-bearing  is  likely  to  aggravate  the  dangers 
of  heart  disease. 

2.  Which  of  the  heart  lesions  is  the  most  serious  ?  Mitral  stenosis. 
The  rarer  conditions  of  aortic  stenosis  and  aortic  regurgitation  are 
dangerous,  but  not  to  as  marked  a  degree.  Mitral  regurgitation  alone 
is  not  usually  serious. 

3.  How  does  pregnancy  affect  the  system  in  cases  of  heart  disease? 
It  is  apt  to  disturb  compensation,  and  the  backward  pressure  may 
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overload  the  pulmonary  circulation,  causing  thoracic  complications, 
and  interfering  with  the  functional  activity  of  other  organs,  especially 
the  liver  and  kidneys.  Abortion  is  sometimes  caused,  but  not  as  often 
as  is  supposed.  Although  albuminuria  and  dropsy  often  occur  in 
these  cases,  it  is  doubtful  if  the  tendency  to  eclampsia  is  increased. 
Some  patients,  suffering  from  mitral  insufficiency,  seem  to  be  better 
during  pregnancy,  but  they  often  lose  ground  after  labor  or  during 
lactation. 

Treatment  during  Pregnancy: 

1.  Keep  the  patient  at  rest  without  going  to  extremes.  Moderate 
exercise  is  frequently  beneficial,  but  if  serious  symptoms  appear  ab- 
solute rest  must  be  enjoined. 

2.  If  the  circulation  is  disturbed  as  shown  by  dyspnoea,  etc.,  ad- 
minister cathartics,  especially  calomel  followed  by  Epsom  salts.  This 
last  should  be  given  thoroughly,  systematically,  and  continuously  until 
it  relieves  symptoms,  and  after  that  given  for  weeks,  or  months,  if  need 
be,  to  prevent  recurrence  of  symptoms.  The  writer  places  Epsom  salts 
foremost  in  the  list  of  remedies  for  this  condition,  next  would  come 
strychnine  and  digitalis  or  strophanthus.  Nitrate  of  amyl  will  relieve 
distressing  dyspnoea.    Dry  cupping  of  the  thorax  is  beneficial. 

3.  Regulate  the  diet.  Patients  should  be  encouraged  to  drink  as 
much  milk  as  they  like,  but  no  more.  Kuymiss,  tea,  table  mineral 
waters,  fish,  oysters,  most  acid  fruits,  cereals,  green  vegetables,  bread, 
chicken  every  other  day,  and  meat  once  a  week.  If  there  is  no  albu- 
minuria, eggs  and  a  little  more  meat  may  be  added. 

4.  Give  no  diuretics  excepting  water. 

5.  A  daily  warm  bath  to  keep  the  skin  acting  is  necessary. 

6.  It  is  sometimes  advisable  to  induce  abortion,  but  rarely.  If  marked 
failure  in  compensation  occurs  early  in  pregnancy,  with  urgent  symp- 
toms that  fail  to  yield  to  appropriate  treatment,  and  continue  to  grow 
worse,  operative  interference  may  be  advisable. 

7.  The  history  of  the  patient  in  previous  pregnancies  must  be  con- 
sidered. Where  there  has  been  grave  danger  during  and  after  confine- 
ment in  a  previous  pregnancy,  it  is  doubtful  if  the  patient  should  be 
allowed  to  undergo  the  strain  a  second  time. 

8.  The  advisability  of  inducing  premature  labor  is  sometimes  con- 
sidered, but  as  a  rule  the  patient  has  a  better  chance  when  this  opera- 
tion is  not  performed. 

The  next  question  that  arises  is  the  effect  of  valvular  heart  disease 
upon  labor.  In  many  cases  which  were  anticipated  with  many  forebod- 
ings everything  was  perfectly  normal.    The  symptoms  during  labor 


Abstracts. 


are  not  usually  very  different  from  those  found  during  the  last  week  of 
pregnancy.  There  is  much  quickening  of  the  pulse  and  respiration, 
dyspnoea,  palpitation.  All  symptoms  are  aggravated  by  the  recum- 
bent position. 

It  is  difficult  to  obtain  accurate  statistics  as  to  the  prognosis ;  writ- 
ers give  the  mortality  rates  as  ranging  from  10  to  60  per  cent.,  but  this 
is  unnecessarily  alarming.  Some  writers  include  only  the  more  seri- 
ous valvular  lesions,  while  other  statistics  were  compiled  during  the 
pre-Listerian  era. 

The  same  line  of  treatment  indicated  during  pregnancy  may  be 
carried  on  during  labor.  Strychnine  and  strophanthus  to  help  the 
heart's  action ;  nitrate  of  amyl  and  glonoin  for  dyspnoea  and  precordial 
distress.  A  cupping  glass  over  the  heart  helps  irregularity  of  pulse. 
Administer  chloroform  during  the  latter  part  of  the  first  and  the 
whole  of  the  second  stage  of  labor.  The  opinion  of  some  has  been  that 
chloroform  is  contraindicated  in  these  cases,  but  increasing  experi- 
ence has  led  the  writer  to  hold,  with  Fothergill  and  others,  quite  the 
contrary  opinion.  It  must,  however,  be  administered  by  a  skilled 
assistant.  Ether  is  positively  contraindicated.  As  a  rule,  forceps 
should  be  applied  at  the  conclusion  of  the  first  stage.  It  is  well  to  apply 
an  abdominal  binder  before  delivering,  which  should  be  tightened 
during  delivery  of  the  child  to  compensate  for  the  sudden  diminution  of 
the  intra-abdominal  pressure.  Apply  it  above  the  level  of  the  uterus  so 
as  not  to  prevent  haemorrhage.  A  rather  free  haemorrhage  is  bene- 
ficial, even  venesection  from  the  arm  may  be  advisable  if  embarrassed 
circulation  persists.   Avoid  the  use  of  ergot. 

The  most  critical  time  is  during  the  third  stage,  but  grave  danger 
exists  for  several  days  after  delivery,  and  watchful  care  should  not  be 
relaxed  for  weeks. 


PEDIATRICS. 

United  States. 

Malarial  Fever  in  Infants  and  Young  Children. 

Floyd  M.  Crandall  (Intemat.  Clin.,  Vol.  II.,  Eighth  Series)  notes 
the  following  characteristics  and  variations  from  the  adult  type  of 
malaria  as  observed  in  children.  Under  five  years  a  chill  is  extremely 
rare,  though  there  is  nearly  always  a  cold  stage,  varying  from  five 
minutes  to  half  an  hour,  in  which  the  child  becomes  blue,  with  pinched 
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features,  cold  hands  and  feet,  and  a  skin  shriveled  and  mottled  with 
small  elevated  points ;  vomiting  and  sharp  epigastric  pain  are  common. 
The  stage  of  fever  is  constant,  but  frequently  shows  peculiarities ;  espe- 
cially the  temperature  stage  is  likely  to  be  high.  The  third  stage  is 
also  not  well  defined,  sweating  being  rarely  profuse,  and  often  delayed 
or  lacking  entirely.  Nervous  symptoms  are  particularly  marked. 
Sometimes,  but  rarely  in  this  locality,  the  paroxysm  begins  with  a  con- 
vulsion. Twitchings,  severe  headache,  neuralgic  pains,  restlessness, 
disturbed  sleep,  and,  during  the  paroxysms,  a  peculiar  heavy  sleep  are 
common;  while  pain  in  the  head,  stupor,  vomiting  and  fever  may  lead 
to  a  diagnosis  of  meningitis.  Enlargement  of  the  spleen  is  very  im- 
portant and  constant,  and  can  nearly  always  be  detected  after  a  few 
days  of  illness;  palpation  should  be  relied  upon,  however,  rather  than 
percussion.  Anaemia  and  a  sallow  yellowish  discoloration  of  the  skin 
rather  than  the  bronzed  appearance  of  the  adult  are  common;  there 
may  even  be  cachexia.  Bronchitis,  diarrhoea  and  constipation  are  com- 
mon, and  haematuria  may  occur.  The  type  of  acute  malaria  is  generally 
the  intermittent,  and,  under  four  years,  almost  invariably  quotidian; 
but  irregular  types  of  both  intermittent  and  remittent  fever  are  often 
seen  in  infants.  Infants  and  children  are  also  subject  to  chronic  in- 
fection, with  symptoms  much  like  those  of  adults. 

Microscopical  examinations  have  shown  the  comparative  frequency 
of  the  disease  in  children;  a  number  of  congenital  cases  have  been  re- 
ported. The  diseases  most  likely  to  be  confounded  with  malaria  are 
chronic  intestinal  indigestion,  tuberculosis,  septic  infection  and,  in  older 
children,  typhoid  fever.  The  diagnosis  is  made  by  examination  of  the 
blood  or  the  exhibition  of  quinine.  Of  quinine,  children  require  rela- 
tively large  doses ;  a  child  of  one  year  may  take  from  five  to  eight  grains 
daily;  at  three  the  initial  daily  dose  may  be  nine  grains;  if  practicable, 
about  half  the  daily  dose  may  be  given  in  the  morning  and  the  other 
half  three  hours  before  the  expected  paroxysm. 

Osteotomy. 

De  Forest  Willard  (Jour,  of  the  Am.  Med.  Assoc.,  Oct.  28,  1899) 
considers  osteotomy  one  of  the  simplest,  safest  and  most  satisfactory 
operations ;  it  is  applicable  to  deformities  following  fractures,  to  anky- 
loses of  joints  from  any  cause,  and  to  the  distortions  of  bones  produced 
by  rickets,  osteomalacia,  etc.,  being  much  more  efficient  than  any  other 
measure.  The  writer  long  ago  abandoned  wedge-shaped  osteotomy, 
on  account  of  the  greater  tissue  injury  and  liability  to  suppuration; 
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he  considers  it  better  to  allow  the  opposite  wedge-shaped  space  pro- 
duced on  straightening  the  bone  to  fill  in  with  callus ;  the  result  is  also 
quite  as  strong.  Compared  with  osteoclasia,  osteotomy  produces  far  less 
traumatism,  and  though  the  fracture  caused  by  the'  latter  is  theoretically 
compound,  it  is  practically  only  a  simple  one  once  the  wound,  made 
aseptically,  is  closed.  The  Adams  subcutaneous  saw  is  occasionally 
useful. 

In  the  performance  of  osteotomy  no  large  incision  is  needful,  a 
simple  plunge  of  the  scalpel  to  the  bone,  followed  by  the  osteotome, 
being  sufficient;  no  elastic  bandage  should  be  used,  the  outflow  of  blood 
tending  to  prevent  the  entrance  of  germs.  The  osteotome  must  be 
very  sharp;  it  should  be  like  a  knife,  two  even  planes  meeting  at  the 
edge,  with  no  shoulder  upon  these  planes  such  as  a  chisel  has.  Care 
must  be  exercised  not  to  break  the  edge  by  any  lateral  movements,  and 
that  the  instrument  does  not  become  too  firmly  fixed  in  the  bone.  A 
solid  sand-bag  anvil  is  important.  The  incision  should  be  so  planned 
as  to  avoid  vessels  at  the  point  of  entrance,  and  also  on  the  opposite 
side,  as  the  osteotome  may  accidentally  be  driven  too  far;  the  thick- 
ness of  the  bone  should  be  carefully  estimated.  Multiple  osteotomies 
are  often  necessary,  the  writer  having  performed  as  many  as  eight  at 
one  time,  temporary  stiff  dressings  being  applied  to  each  in  turn  to  pre- 
vent displacement  of  the  fragments  during  the  further  operations. 
After  the  cessation  of  haemorrhage  a  single  deep  catgut  stitch  suffices 
to  close  the  wound;  the  dressings  should  be  absolutely  aseptic,  and  it 
is  seldom  necessary  to  remove  the  primary  ones  till  the  cure  is  com- 
plete. No  dressing  is  so  good  as  plaster  of  Paris,  the  limb  being  first 
surrounded  by  a  thin  layer  of  cotton  and  a  circular  flannel  bandage. 
The  region  of  the  fracture  should  be  dressed  first,  the  surgeon  being 
thus  enabled  to  regulate  the  position  of  the  limb  until  the  regional  plas- 
ter has  hardened  enough  to  maintain  the  corrected  position. 
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ITEM  OF  INTEREST. 

A  Medical  Duty. 

We  call  with  special  stress  our  readers'  attention  to  the  following 
bill  about  to  be  submitted  to  Congress  by  the  Surgeon-General  of  the 
United  States  and  to  his  letter  to  the  Secretary  of  War  explaining  its 
need  and  immediate  importance  in  the  efficient  conduct  of  the  Medical 
Department. 

Any  measure  which  tends  to  the  improvement  of  medical  service 
in  the  army  must  appeal  in  an  especial  manner  to  all  medical  men  and 
no  conscientious  physician  who  is  a  citizen  and  has  a  vote  can  ignore  his 
duty  to  support  practically  all  legal  measures  which  will  enable  his  pro- 
fessional brethren  to  perform  their  work  more  honorably  and  ably 
whether  they  be  civilian  or  military  surgeons.  We  must  not  forget  that 
all  army  surgeons  have  been  civilians  like  ourselves  and  that  their  inter- 
ests and  occupation,  professionally  speaking,  are  identical  with  our 
own. 

Moreover,  the  bill  is  a  good  one  and  a  necessary  one  and  it  is  pre- 
sented by  the  Surgeon-General.  These  facts  should  suffice  to  obtain  for 
it  our  practical  support. 

How  may  we  support  it  practically  ?  By  the  simple  and  slight  exer- 
tion of  writing  personally,  each  physician,  to  his  representative  in  Con- 
gress and  urging  his  support  of  the  bill  when  it  comes  up. 

Here  is  an  opportunity  for  a  little  co-operative  and  united  work  for 
the  honor  and  efficiency  of  an  important  branch  of  the  profession. 
Will  you  use  it  ?  It  is  also  good  practice  for  the  larger  effort,  to  which 
we  all  look  forward  hopefully,  towards  uniting  finally  the  whole  pro- 
fession in  common  action  for  our  common  interests. 

BILL  FOR  THE  INCREASE  OF  THE  MEDICAL  DEPARTMENT  OF  THE  ARMY. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the 
United  States  of  America  in  Congress  assembled: 

Sec.  i.  That  there  shall  be  added  to  the  number  of  medical  officers 
of  the  army  now  authorized  by  law,  four  Assistant  Surgeons-General 
with  the  rank  of  Colonel,  ten  Deputy  Surgeons-General  with  the  rank 
of  Lieutenant-Colonel,  thirty  Surgeons  with  the  rank  of  Major,  and 
eighty  Assistant  Surgeons  with  the  rank  of  First  Lieutenant,  who  shall 
have  the  rank  of  Captain  at  the  expiration  of  five-years'  service  as  now 
provided  by  law.  Provided  that  the  original  vacancies  created  by  this 
act  in  the  grade  of  Colonel,  Lieutenant-Colonel,  and  Major  shall  be 
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filled  by  seniority  promotion  in  accordance  with  established  laws  and 
regulations. 

Sec.  2.  Hereafter  candidates  for  appointment  in  the  medical  coprs  of 
the  army  who  pass  a  medical  examining  board  in  compliance  with  exist- 
ing regulations,  shall  be  appointed  acting  assistant  surgeons  for  a  pro- 
bationary period  of  six  months;  during  this  probationary  period  they 
shall  attend  the  Army  Medical  School  established  at  the  Army  Medical 
Museum  in  the  City  of  Washington,  and  the  faculty  of  the  Army 
Medical  School  shall  report  to  the  Secretary  of  War  at  the  end  of 
the  prescribed  course  of  instruction  upon  the  fitness  and  relative  stand- 
ing of  the  probationary  candidates ;  those  who  are  recommended  by  the 
faculty  may  then  be  commissioned  by  the  President  to  fill  existing 
vacancies  in  the  medical  corps  of  the  army. 

Sec.  3.  Acting  assistant  surgeons  appointed  in  accordance  with  the 
provisions  of  Section  2  shall  be  paid  $100  per  month  and  shall  not  be 
permitted  to  any  allowances  or  to  mileage  in  reporting  for  the  pre- 
scribed course  of  instruction,  or  in  returning  to  their  homes  if  they 
are  not  recommeded  for  a  commission. 

Sec.  4.  The  number  of  acting  assistant  surgeons  appointed  in  ac- 
cordance with  the  provisions  of  Section  3  shall  not  exceed  the  number  of 
vacancies  existing  or  to  result  from  retirements  during  the  probationary 
period. 

Sec.  5.  Candidates  who  have  rendered  satisfactory  service  as  acting 
assistant  surgeons  or  as  commissioned  medical  officers  in  the  Volunteer 
Army  of  the  United  States  for  a  period  of  six  months  or  more  shall 
be  exempted  from  this  period  of  probation  and  may  be  commissioned 
at  once  if  the  vacancies  exist  and  they  pass  a  satisfactory  examination 
as  to  their  physical,  moral  and  professional  qualifications. 

War  Department,  Surgeon  General's  Office, 

Washington,  November  29,  1899. 
To  the  Honorable,  the  Secretary  of  War: 
Sir  : — 

I  have  the  honor  to  transmit  herewith  a  bill  for  the  increase 
of  the  Medical  Department  of  the  Army.  This  increase  is  very  urgently 
needed  and  the  number  of  additional  medical  officers  asked  for  is  very 
reasonable  in  view  of  the  greatly  increased  demands  upon  the  Medical 
Department  during  the  past  two  years.  The  medical  corps  of  the 
army  at  present  consists  of  192  commissioned  medical  officers;  but  the 
requirements  of  the  service  are  such  that  at  the  present  time  there  are 
over  400  physicians  in  service  as  acting  assistant  surgeons  under 
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contracts  made  with  the  Surgeon-General  of  the  Army.  The  number 
of  medical  officers  was  insufficient  for  our  army  of  25,000  men  on  a 
peace  basis  prior  to  the  Spanish-American  War.  At  the  present  time 
a  large  number  of  posts  have  been  established  upon  the  seaboard  of  the 
United  States,  in  Puerto  Rico,  in  Alaska,  and  in  the  Hawaiian  Islands, 
which  presumably  will  be  permanently  garrisoned  hereafter.  There 
are  at  present  garrisons  at  eighteen  new  posts  (upon  the  seaboard)  in 
the  Department  of  the  East  alone ;  and  in  the  Department  of  Columbia 
including  Alaskan  posts,  there  are  ten.  The  number  of  independent 
parrisons  in  Puerto  Rico  at  present  is  eleven; the  number  of  independent 
commands  in  Cuba  is  thirty.  At  the  present  time  there  are  stationed 
in  the  Philippine  Islands,  or  under  orders  to  report  for  duty  to  the 
commanding  general,  Department  of  the  Pacific,  52  medical  officers 
of  the  regular  army,  23  surgeons  of  volunteers,  75  regimental  surgeons 
and  assistant  surgeons  of  volunteer  regiments,  and  157  acting  assistant 
surgeons.  How  many  medical  officers  may  be  required  for  duty  with 
troops  constituting  the  permanent  garrisons  of  these  islands  it  is  im- 
possible to  say  at  the  present  time;  but  there  can  be  no  doubt  that  if 
the  number  of  medical  officers  of  the  army  called  for  in  this  bill  is 
authorized  by  Congress  it  will  still  be  necessary,  for  many  years  to 
come,  to  employ  a  considerable  number  of  contract  surgeons  to  meet  the 
requirements  of  the  service. 

It  is  important  in  the  interests  of  the  service  that  the  Medical 
Department  should  have  a  sufficient  number  of  commissioned  officers 
who  have  been  carefully  examined  as  to  their  physical  and  profes- 
sional qualifications  for  the  service,  and  who,  as  the  result  of  special 
training,  received  in  the  service,  have  become  familiar  with  their  duties 
and  responsibilities  not  only  as  physicians  and  surgeons,  but  as  medical 
officers  of  the  army.  It  is  also  just  and  proper  that  those  acting  as- 
sistant surgeons  and  commissioned  medical  officers  of  volunteer  regi- 
ments who  have  done  good  service  and  have  the  necessary  qualifications, 
should  have  the  way  opened  to  them  to  obtain  commissions;  and  it  is 
evident  that  those  who  would  be  the  most  desirable  acquisition  to  the 
service  cannot  afford  to  remain  indefinitely  under  a  contract  which 
may  be  terminated  at  any  moment  and  which  affords  no  prospect  of 
advancement. 

In  view  of  the  facts  stated,  I  respectfully  urge  the  importance  of 
an  increase  of  the  Medical  Department  of  the  Army  as  provided  in  the 
enclosed  bill  at  the  earliest  practicable  date. 

Very  respectfully, 

George  M.  Sternberg. 
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DYSTOCHEA  DUE  TO  AN  ANENCEPHALIC  MONSTER: 
NOTES  ON  A  CASE.* 

By  George  M.  Boyd,  M.D., 

Professor  Clinical  Obstetric?,  Medico-Chirurgical  College,  Philadelphia;  Physician  to  the  Philadelphia 

Lying-in  Charity. 

Mrs.  P.,  a  Russian,  aged  28  years ;  a  primipara  in  the  last  month 
of  gestation,  applied  for  the  outdoor  service  of  the  Medico-Chirurgical 
Maternity  in  March,  1899.  A  service  student  was  given  charge  of 
the  case  at  her  home.  Her  general  condition  was  good.  No  history 
of  specific  disease.  An  examination  of  the  abdomen  shows  great  dis- 
tention and  decided  fluctuation.  The  uterus  was  irregular  in  outline, 
with  a  greater  transverse  measurement.  The  fcetal  ovoid  was  occu- 
pying an  oblique  position  in  the  uterus ;  fcetal  heart  could  not  be  heard. 
Pelvic  measurements  were  normal.  Internal  examination  confirmed 
the  faulty  position  of  the  foetus.  She  fell  in  labor  April  8th,  1899. 
Because  of  the  complications  existing  the  student  sent  for  the  assist- 
ance of  Dr.  L.  N.  Boston,  instructor  in  obstetrics.  Together  they 
performed,  under  ether  anaesthesia,  cephalic  version.  With  the  rup- 
ture of  the  membranes  there  was  the  escape  of  three  gallons  of  fluid. 
In  spite  of  this  judicious  procedure,  the  presenting  part  would  not 
engage. 

After  a  labor  of  twenty-four  hours  she  was  sent  into  the  Maternity. 
On  admission  the  patient  showed  some  symptoms  of  exhaustion,  but 
was  in  fair  condition. 

The  uterus  was  now  pyriform  in  shape  and  contracted  well  upon 
its  contents.  The  os  was  dilated.  At  the  superior  strait  was  felt  an 
irregular  presenting  part  suggesting  the  face,  and  just  beyond  this 


*  Read  before  the  Philadelphia  Obstetrical  Society,  January  4,  1900. 
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presenting  part  and  continuous  with  it  was  felt  the  shoulders,  occupy- 
ing the  transverse  measurement  of  the  pelvic  brim. 

A  second  time  the  patient  was  anaesthetized  to  the  surgical  degree, 
and  then  with  complete  relaxation  the  examination  was  more  satisfac- 
tory. An  anencephalic  monster  was  diagnosed.  The  shoulders  of 
the  fcetus  made  the  presenting  part ;  they  were  firmly  fixed  at  the  su- 


Fig.  3. 

perior  strait,  necessitating  prolonged  traction  with  the  blunt  hook  of 
the  Hodge  forceps  in  the  axilla  to  dislodge  them.  Finally  they  were 
made  to  engage.  The  presenting  part  descended  into  the  pelvis,  and 
with  rotation  of  the  shoulders  the  delivery  was  accomplished. 

The  accompanying  photographs  show  the  cephalic  deformity  and 
give  some  idea  of  the  amount  of  traction  necessary  to  accomplish 
delivery.     This  traction  was  sufficient  to  lacerate  the  skin  of  the 
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axilla.  The  foetus  was  a  female,  well  nourished,  weighing  nine 
pounds. 

The  patient  made  a  good  recovery,  sustaining  only  a  slight  lacera- 
tion of  the  peritoneum,  and  left  the  Maternity  in  a  fortnight 

Foetal  dystochia  presents  more  serious  problems  than  maternal  dys- 
tochia.  We  can  measure  the  pelvis  with  a  great  degree  of  accuracy, 
but  we  cannot  study  so  well  the  size  of  the  foetus.  In  the  present  case 
a  rare  deformity  of  the  foetus,  associated  with  an  excessive  growth 
of  the  body  and  extremities,  occasioned  the  difficult  labor. 

In  foetal  dystochia  we  would  endorse  the  wisdom  of  making  care- 
ful internal  examination  early  in  labor  under  complete  anaesthesia. 

We  would  also  encourage  a  more  thorough  manual  examination, 
introducing  the  hand  into  the  vagina  or  the  uterus  for  the  purpose 
of  either  making  a  diagnosis  or  rectifying  a  faulty  rotation  or  flexion. 


OMPHALOCELE:    REPORT  OF  A  CASE.* 
By  W.  Reynolds  Wilson,  M.D.,  Philadelphia,  Pa. 

The  specimen  which  is  here  presented  is  that  of  a  still-born  infant. 
The  date  of  birth  is  Nov.  15,  1899.  The  mother  was  illegitimately 
pregnant.  Her  history  is  that  of  a  well  developed  primaparous 
woman,  40  years  of  age.  During  the  early  period  of  pregnancy  she 
attempted  to  relieve  her  condition  by  the  use  of  various  abortifacients. 

The  pelvic  measurements  taken  within  two  weeks  prior  to  her  de- 
livery show  a  justo-major  pelvis.  Hydramnios  was  present,  the  ab- 
dominal circumference  measuring  103  cm. 

The  labor  was  marked  by  a  delay  of  some  two  hours  during  the 
second  stage,  at  the  time  when  the  head  had  reached  the  pelvic  floor. 
The  position  having  been  normal,  this  interruption  was  likely  due  to 
the  impaction  of  the  body,  owing  to  the  presence  of  the  abdominal 
tumor. 

The  fact  of  the  child's  being  still-born  is  probably  explained  by  the 
presence  of  asphyxia  from  pressure  on  the  cord  exerted  by  the  abdom- 
inal enlargement.  The  foetal  heart-sounds  had  been  heard  previous  to 
the  accession  of  labor  and  up  to  the  period  of  renewed  expulsion  efforts 
on  the  part  of  the  mother,  after  the  delay  mentioned  above. 

The  specimen  is  that  of  a  female  infant,  weighing  at  birth  6^4 


*  Read  before  the  Philadelphia  Obstetrical  Society.  January  4,  1900. 
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pounds  and  measuring-  46  cm.  The  unligated  cord  remains  attached. 
The  infant  is  well  developed  with  the  exception  of  the  abnormality 
about  to  be  described,  although  the  subcutaneous  fat  is  deficient.  The 
.tumor  constituting  the  omphalocele  is  spherical  in  shape  and  sessile, 
its  greatest  periphery  corresponds  to  the  horizontal  diameter.  The 
insertion  of  the  cord  is  at  the  inferior  angle  of  the  abdominal  separa- 


tion, beneath  the  lower  edge  of  the  tumor.  The  wall  of  the  sac  con- 
taining the  hernia  is  smooth  and  thin,  apparently  composed  of  two  lay- 
ers, which  move  readily  upon  each  other  and  which  at  certain  points, 
corresponding  with  the  most  pendulous  portion  of  the  mass,  are  sepa- 
rated by  an  accumulation  of  fluid.  The  outer  covering  is  continuous 
with  the  amniotic  investment  of  the  umbilical  cord.     The  inner  laver 


1 02 


W.  Reynolds  Wilson,  M.D. 


consist  apparently  of  the  peritonaeum.  At  the  periphery  of  the  sac-wall 
the  skin  abruptly  outlines  by  a  distinct  edge  the  contour  of  the 
sac.  The  edge  of  the  skin  in  this  region  is  distinctly  pallid  and 
somewhat  thinned,  resembling  the  outer  edges  of  beginning  epithelial 
deposit  surrounding  a  granulating  surface.  The  contents  of  the  sac, 
as  seen  through  the  thin  wall,  appear  to  be  made  up  of  the  major  por- 
tion of  the  liver,  the  umbilical  vessels  and  part  of  the  small  intestine, 
the  coils  of  which  can  be  distinctly  outlined  lying  parallel  to  each  other 
beneath  the  edge  of  the  liver.  Both  the  longitudinal  fissure  and  that 
of  the  gall-bladder  can  be  distinctly  made  out.  Entering  the  an- 
terior portion  of  the  former,  the  umbilical  vein  can  be  seen.  The  gall- 
bladder is  concealed  from  view  by  the  overlapping  edge  of  the  liver. 
The  introduction  of  a  sound  within  the  bladder  reveals  a  patulous 
urachus,  as  the  point  of  the  sound  can  be  carried  up  to  a  point  corre- 
sponding to  the  lower,  or  most  inferior,  edge  of  the  abdominal  open- 
ing— a  distance  measured  upon  the  sound  of  3  or  3^2  inches. 

Two  interesting  points  in  connection  with  the  specimen  are :  First, 
the  pathogenesis  of  such  a  condition  ;  and,  second,  the  classification 
of  such  malformations,  based  upon  their  existence  either  as  excessive 
instances  of  perverted  development  (earning  for  them  the  designa- 
tion of  monstrosities)  or  as  instances  of  malformation  not  inconsistent 
with  the  future  development  of  the  infant,  and  offering  some  possi- 
bilities as  to  treatment.  Under  the  first  heading  it  will  be  observed 
that  during  the  process  of  embryonic  development  the  lateral  folds  of 
the  epiblast  uniting  in  the  median  line,  form  the  abdominal  parietes, 
leaving  merely  a  constricted  opening  for  the  pedicle  of  the  umbilical 
vesicle,  which  hereafter  consists  of  the  obliterated  ductus  omphalo- 
mesaraicus  and  the  vessels  of  the  cord.  Arrest  in  union  at  this  point 
gives  rise  to  such  separation  as  admits  of  hernia  of  the  abdominal 
contents,  noted  in  this  instance. 

Instances  of  such  aberrant  development  are  present  in  other  por- 
tions of  the  body — as,  for  example,  the  faulty  union  of  the  dorsal  folds 
of  the  ectoderm,  resulting  in  spina  bifida.  The  causes  of  such  faulty 
union  of  the  blastodemic  layers  must  be  looked  for  in  the  inherent 
faculty  of  development  in,  the  ovum.  In  spina  bifida  amniotic  adhesions 
have  been  held  responsible  by  some  authors  for  the  imperfect  union  of 
the  vertebral  arches.  This  theory  can  scarcely  be  supported  even  in 
the  case  of  such  deformity  in  the  dorsal  region  where  the  embryo 
and  its  amniotic  covering  are  most  likely  to  come  in  contact  with  each 
other  under  pathological  conditions.  Therefore,  much  less  can  it 
be  relied  upon  as  an  explanation  of  the  deformity  in  the  anterior  body 
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wall,  where  the  presence  of  the  umbilical  vesicle  intervenes  to  prevent 
such  adhesion. 

When  we  speak  of  the  cause  of  such  conditions  as  an  inherent 
fault  in  development,  we  have  said  all  that  there  is  to  say  on  the 
question  of  pathogenesis.  Trophic  disturbance  due  to  imperfect  nu- 
trition of  the  ovum  can  hardly  be  put  down  as  the  cause  of  such  grave 
deformity,  as  many  instances  of  imperfect  placental  circulation  due  to 
degenerative  changes  in  the  placenta  or  the  uterine  desidua  remain 
unassociated  with  hypotrophic  disturbance  in  the  ovum.  Likewise  in- 
herited diatheses  such  as  syphilis  and  tuberculosis  are  seldom  account- 
able for  instances  of  aberrant  development.  In  this  connection,  there- 
fore, the  existence  of  hydramnios  presents  no  bearing  upon  the 
developmental  defect  of  the  foetus,  especially  as  the  increased  amniotic 
secretion  was  not  associated  with  degeneration  of  the  placenta  (myxo- 
matous or  otherwise). 

In  addition,  such  inherent  defects  in  development  show  themselves 
early  in  embryonic  existence — at  a  period  when,  if  nutritional  disturb- 
ance of  the  ovum  exist,  it  is  more  liable  to  produce  abortion  than 
to  show  its  effect  in  the  perverted  development  of  the  ambryo,  fu- 
sion of  the  ectodermic  layers  anteriorly  being  complete  at  the  eighth 
week. 

In  considering  the  classification  of  antenatal  deformities  it  is  pos- 
sible to  draw  the  line  clearly  between  monstrosities  and  instances  of 
"aberrant  development"  when  we  accept  the  meaning  of  the  term 
monstrosity  as  covering  conditions  of  excessive  and  suppressed  de- 
velopment preternatural  in  degree.  The  present  specimen  is  not  an 
instance  of  suppressed  development  in  the  sense  of  absence  of  vital 
organs  or  viscera,  such  as  is  found  in  anencephalus,  but  rather  an 
example  of  deficient  development  in  the  enclosing  parietes  of  the  body. 

This  group  of  malformations — including  such  further  instances  as 
spina  bifida,  cephalocele,  harelip — is  further  removed  from  the  class 
of  monstrosities  by  reason  of  the  possibility  of  the  correction  of  the 
deformity  by  treatment.  Of  all  instances  named,  however,  the  one 
under  discussion  offers  the  least  possibility  in  that  direction — the  mal- 
formation amounting  to  more  than  a  simple  diastasis  with  hernia  The 
want  of  fusion  is  such  as  to  preclude  the  possibility  of  uniting  the  tis- 
sues, by  reason  of  the  absence  of  aponeurotic  tissue — the  hernial 
opening  being  covered  only  by  the  lax  peritoneum  and  amniotic 
covering. 
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ANENCEPHALIC  MONSTERS:   REPORT  OF  A  CASE.* 
By  H.  C.  Largeman,  M.D., 

Clinical  Assistant  Medical  Department,  Philadelphia  Polyclinic,  and  Obstetric  Department  Medico- 
Chirurgical  Hospital,  Philadelphia. 

The  following  is  the  brief  history  of  the  case.  Mrs.  K.,  age  21, 
American,  primipara;  married  for  ten  months.  She  is  a  strong  and 
healthy  woman,  and  was  never  sick  before.  Her  husband,  younger 
than  herself,  although  delicate  and  thin,  is  perfectly  healthy.  Neither 
have  any  deformities  or  birthmarks.  Parental  history  of  both  hus- 
band and  wife  is  negative.  No  abortion  or  miscarriage  ever  occurred 
in  either  of  their  families. 

I  was  summoned  to  the  case  about  1.30  A.M.  on  October  30th, 
1899,  and  found  the  patient  in  bed  having  good  strong  pains.  She 
informed  me  that  she  had  had  slight  pains  at  longer  intervals  early  in 
the  evening,  but  did  not  expect  to  fall  in  labor,  as  she  was  pregnant 
only  seven  months.  I  examined  her  and  found  the  abdomen  to  be 
rather  small ;  could  not  detect  any  foetal  movements,  nor  could  I  hear 
the  fcetal  heart-sounds. 

Upon  vaginal  examination  I  found  the  os  to  be  well  dilated,  with 
a  face  presenting.  I  could  easily  make  out  the  features  of  a  face,  but 
they  were  rather  irregular  and  abnormal  to  my  sense  of  touch,  as  you 
can  readily  understand  from  the  distorted  features  of  the  monster  and 
the  absence  of  the  cranial  vault. 

The  pains  increased  in  frequency.  I  delivered  her  two  (2)  hours 
later.  The  monster  was  expelled  en  masse,  followed  by  a  large  amount 
of  amniotic  fluid.  It  attempted  to  make  several  movements  with  its 
arms,  but  soon  ceased.  The  cord,  which  was  very  thin,  was  pulsating 
fully  for  about  one-half  a  minute. 

To  look  at  the  monster  was  horrible.  Its  countenance  resembled 
a  frog  perfectly;  large  black  eyes,  wide  open,  directed  upwards  and 
outward ;  the  absence  of  the  forehead  and  the  much  deformed  face ;  the 
short  neck  and  over-developed  shoulders  presented  a  horrible  picture. 
These  monsters  are  frequently  described  as  "frog-faced  monstrs." 

Twenty  minutes  later  I  delivered  the  placenta  by  Crede's  method. 
It  was  normal.  I  applied  an  abdominal  bandage  and  visited  the  pa- 
tient daily.    On  the  third  day  I  found  a  temperature  of  ioo°  F. ;  en- 

*  Read  before  the  Philadelphia  Obstetrical  Society,  January  4,  igoo. 
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gorged  breasts,  very  tender  and  painful.  I  ordered  a  breast-pump 
and  suggested  that  the  colostrum  be  drawn  off  twice  daily,  and  applied 
a  jacket  bandage. 

Locally  I  ordered  an  ointment  of  mercury  and  belladonna.  The 
following  day  I  found  the  patient  doing  well.  The  temperature  was 
normal,  the  breasts  were  reduced  in  size  and  free  from  pain. 

On  the  seventh  day  I  found  the  patient  dressed  and  doing  well. 
Two  days  later  I  discharged  her  in  perfect  health. 

The  patient  informed  me  that  during  the  whole  period  of  preg- 
nancy she  felt  the  foetus  only  in  the  right  side. 

The  movements  were  slow  and  the  abdomen  quite  small.  She 
wore  corsets  without  discomfort  and  no  one  suspected  her  of  being 
pregnant. 

When  I  asked  her  if  she  ever  met  with  any  accidents,  fright  or  the 
like,  she  told  me  that  when  being  two  months  pregnant  she  visited 
some  friends  in  the  country  and  while  walking  in  the  woods  with  her 
seven-year-old  brother,  he  happened  to  step  upon  the  head  of  a  large 
rattlesnake.  She  was  frightened  and  screamed,  fearing  the  boy  had 
been  bitten  by  the  reptile.  This  is  all  that  I  could  obtain  from  the 
patient. 

She  also  informed  me  that  the  day  before  the  abortion  took  place 
she  lifted  some  heavy  boxes  in  the  cellar  and  suddenly  she  felt  a  severe 
pain  in  the  right  side,  and  then  she  felt  the  foetal  movements  in  front, 
which  she  never  had  before. 

The  measurements  and  weight  of  the  foetus  are:  Weight,  four 
pounds ;  length,  35  cm. ;  across  the  back,  from  shoulder  to  shoulder, 
1 1 J4  cm.;  across  the  shoulders  and  over  the  arms,  29  cm. 

The  study  of  teratology  is  a  difficult  one,  but  a  very  important  one 
to  the  general  practitioner,  especially  so  to  the  obstetrician ;  for  no  one 
can  tell  how  soon  he  may  meet  with  such  a  case,  giving  him  a  great 
deal  of  anxiety  and  uneasiness  about  its  delivery. 

The  study  of  teratology  is  based  solely  upon  the  laws  of  embry- 
ology. All  important  changes,  deformities  and  anomalies  of  the  foetus 
take  place  in  its  embryonic  life,  and  since  we  know  that  all  these 
important  changes  take  place  during  the  embryonic  development  of 
the  foetus,  we  can  easily  dispense  with  the  so-called  maternal  impres- 
sions influencing  the  development  and  anomalies  of  the  foetus. 

The  classification  of  monsters  is  a  very  difficult  and  unsatisfactory 
one — as  no  sharp  line  can  be  drawn  between  monsters  of  the  same  type 
and  class ;  as  you  will  see  later  on  from  the  description  of  this  speci- 
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men.  The  best,  and  to  me  the  simplest  classification  is  that  of  Hirst 
and  Piersol,  which  is  a  modification  of  Goeffry,  Saint  Hilares. 

Their  classification  consists  of  four  great  general  divisions,  each 
division  is  subdivided  into  classes,  and  each  class  into  different 
species,  etc. 

Any  abnormally  developed  human  being  may  thus  belong  to  one 


of  the  following  four  divisions:  i.  Hemiteratic.  2.  Heterotaxic. 
3.    Hermaphroditic ;  and  4.  Monstrous. 

Monsters  are  of  three  classes :  r.  Single  monsters.  2.  Double  para- 
sitic monsters;  and  (3),  triple  monsters. 

Single  monsters  may  be  again  subdivided  into:  a.  Autositic.  b. 
Omphalositic  monsters. 

There  are  many  species  and  subdivisions  of  the  single  autositic 
monster,  which  I  will  not  mention  here.     I  will,  however,  discuss 
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one  series  of  the  autositic  single  monsters,  to  which  classification  this 
specimen  also  belongs — the  anencephalous  monster. 

To  this  type  belong  also  the  exencephalus  and  pseuclencephalus 
monsters.  The  peculiarities  of  all  these  monsters  consist  in  a  defect- 
ive development  of  the  cranium  or  its  contents.  The  deformities 
vary — the  entire  cranial  vault  or  brain  may  be  wanting — or  the  latter 


may  be  crudely  developed  and  displaced  outside  of  the  cranial  cavity. 

The  degrees  of  deformities  give  rise  to  an  unendless  series  of 
species  with  special  names  adapted  to  them. 

Although  the  specimen  which  1  present  to  you  is  a  typical  case  of 
anencephalus,  I  will  briefly  mention  the  characteristic  features  of  an 
exencephalous  as  well  as  a  pseudencephalous  monster;  for,  as  you 
will  see,  this  specimen  has  some  of  its  peculiarities. 

Exencephalus  is  characterized  by  a  malformation  of  the  cranial 
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vault  and  brain,  which  may  be  in  part  or  entirely  situated  outside 
of  the  cranial  cavity.  The  brain  may  rest  upon  the  neck  or  back  of 
the  monster,  escaping-  through  a  fissure  or  opening  in  the  occipital 
bone.    Usually  it  is  associated  with  spina  bifida. 

Pseudencephalus  is  characterized  by  a  more  marked  degree  of 
deformed  cranium.  In  this  variety  or  type  of  monster,  the  entire  body 
structure  of  the  cranium  and  the  entire  brain  may  be  absent.  At 
times  some  rudimentary  parts  of  the  cranial  bones  may  be  present ; 
the  brain  may  be  represented  by  a  mass  of  blood-vessels,  connective 
tissue,  etc.,  all  heaped  up  in  a  mass. 

The  anencephalic  monsters,  to  which  type  this  specimen  also  be- 
longs, are  characterized  by  still  greater  deformities  and  anomalies  than 
those  I  have  just  described.  Here  the  entire  cranial  vault  is  absent, 
except  the  base.  As  you  can  see  by  this  specimen,  there  is  an  entire 
absence  of  the  frontal,  parietal,  temporal  and  occipital  bones.  There 
is  no  forehead,  the  large  eyes  are  pointed  upward  and  somewhat  out- 
ward; the  latter  condition  accounts  for  the  extreme  narrowness  of  the 
base;  from  the  summit  or  the  highest  portion  of  the  facial  bones,  a 
sharp  oblique  line  marks  the  absence  of  the  cranial  vault. 

The  peculiar  characteristics  of  anencephalus  are  as  follows : 
They  are  usually  of  the  feminine  sex ;  the  shoulders  are  broad ;  the 
deformed  head  is  sunk  between  the  shoulders,  so  much  so  that  there 
is  an  absence  of  a  neck — a  point  which  helps  to  diagnosticate  such 
cases;  the  eyes  are  directed  upward  and  stand  out  from  the  face. 
As  a  rule  the  rest  of  the  body  is  well  nourished  and  not  deformed. 
The  shoulders  are  greatly  enlarged  and  wide,  as  you  can  see  in  this 
and  Dr.  Boyd's  specimen. 

Although  this  is  only  a  seven  months'  old  foetus,  it  measures  around 
the  shoulders  and  over  the  arms  29  cm.,  which  diameter  exceeds  the 
largest  measurement  of  the  superior  strait  of  the  female  pelvis — the 
transverse  diameter,  which  is  only  1 3 J/2  cm.;  as  well  as  the  widest 
measurement  of  the  foetal  head — the  occipito-mental — which  is  also 
iT,y2  cm. 

As  to  their  frequency.  Anencephalus  is  not  very  rare.  Accord- 
ing to  the  opinions  of  Drs.  Hirst  and  Piersol,  any  general  practitioner 
of  a  moderate  practice  may  meet  once  with  such  a  case.  I  do  not 
think  that  I  am  overestimating  when  I  say  that  anencephalus  occurs 
once  in  a  thousand  cases.  Since  hydrocephalus  occurs  once  in  a  hun- 
dred cases,  anencephalus  I  think  is  ten  times  rarer. 

Diagnosis. — To  diagnose  an  anencephalic  foetus  during  pregnancy 
is  very  difficult,  as  you  can  readily  see ;  these  monsters  as  a  rule  do 
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not  cause  any  great  disturbance  or  discomforts  to  the  patient  and  are 
not  discovered  unless  some  suspicion  leads  to  a  thorough  investigation 
by  the  obstetrician  or  the  attending  physician.  The  most  important 
symptoms  to  base  a  diagnosis  upon  are  as  follows : 

I.  Hydrominon — a  condition  which  is  always  present.  To  elimi- 
nate hydrocephalus,  which  is  also  accompanied  by  the  same  condi- 
tion, we  have  in  the  former  condition  the  abnormally  small  head,  its 


close  attachment  to  the  shoulders  and  the  absence  of  a  neck,  which  can 
be  made  out  upon  careful  palpation. 

II.  Foetal  movements,  which  are  spasmodic  and  irregular  in  char- 
acter and  are  felt  at  distant  points  from  one  another,  is  another  feature 
which  characterizes  anencephalus  in  intra-uterine  life — a  sign  which 
helps  to  diagnose  such  cases. 

III.  Anencephalous  usually  presents  by  the  face,  and  a  careful 
digital  examination  in  addition  to  the  above  named  symptoms — to- 
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gether  with  the  peculiar  features  characteristic  to  such  monsters — as 
a  rule  will  help  to  diagnose  such  cases. 
As  to  complications : 

Anencephalic  monsters  give  rise  to  great  complications,  especiallv 
when  they  go  to  full  term. 

During  pregnancy  complications  may  arise,  by  permitting  a  too 
great  descent  of  the  presenting  head  into  the  pelvis,  giving  rise  to 
exaggerated  irritability  of  the  bladder.  During  labor,  the  abnormally 
large  and  overdeveloped  shoulders  will  obstruct  the  birth  canal  and 
thus  interfere  with  the  further  descent  of  the  foetus.  As  in  the  case 
of  Dr.  Boyd,  the  patient  was  for  three  days  in  labor;  both  podalic  and 
cephalic  version  was  resorted  to.  and  both  failed  to  deliver  the  foetus. 
Hence  the  great  importance  to  diagnosticate  such  cases  early  in  preg- 
nancy so  that  premature  delivery  coidd  be  performed  early. 

Etiology : 

I.  The  great  cause  of  anencephalus,  according  to  Ahlfeld,  is  hydro- 
cephalus, the  early  accumulation  of  serum  within  the  ventricles,  fol- 
lowed by  an  increased  intracranial  pressure,  causes  the  brain  and  its 
coverings  to  rupture  about  the  fourth  week  of  embryotic  life.  This 
is  followed  by  atrophy  and  reabsorption  of  the  latter,  thus  resulting 
in  anencephalus.  The  very  fact  of  the  accumulation  of  an  abnormal 
amount  of  serum  within  the  ventricles  suffices  the  impossibility  of  the 
development  and  closure  of  the  cranial  cavity,  as  a  result  of  which 
apertures  and  fissures  form,  through  which  the  cranial  contents  escape. 

II.  According  to  Marchand,  Perls  and  others,  the  undue  pressure 
and  obstruction  caused  by  an  adherent  and  constricting  amnion  lead- 
ing to  an  arrest  of  development  of  the  cranium  and  its  contents  is 
regarded  to  be  another  cause. 

III.  Anencephalus  will  also  result  from  an  arrest  of  development 
of  the  cranial  bones,  due  to  a  diminution  of  its  formative  material, 
thus  leading  to  the  formation  of  a  fissure  through  which  the  mem- 
branes escape  from  the  cranial  cavity. 

When  hydrocephalus  results  at  a  later  period,  at  a  time  when  the 
cranial  bones  are  better  formed,  the  brain  substance  will  escape  through 
the  fontanelles  with  the  formation  of  the  so-called  hernia  cerebri. 

When  the  serous  fluid  affects  the  spinal  canal  as  well  as  the  cranial 
cavity  at  a  period  when  the  former  is  not  closed,  an  associated  spina 
bifida  will  accompany  anencephalus ;  a  condition  existing  in  this 
specimen. 

To  sum  up  all  the  above-mentioned  theories,  I  will  say :  That 
any  weakness  in  the  formative  material  in  the  bone  substance,  or  an 
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increased  pressure  of  fluid  in  the  spine  or  cranium,  will  lead  to  spina- 
bifida  or  anencephalus. 

The  specimen  which  I  present  to  you  to-night,  in  addition  to  being 
a  typical  anencephalic  monster,  it  has  also  a  double  harelip,  a  cleft 
palate,  a  spinabifida,  an  undeveloped  nose,  and  a  protruding  cere- 
bellum— a  characteristic  feature  of  exencephalus. 

The  causes  of  the  individual  abnormalities  of  this  specimen — I  re- 
fer to  the  harelip,  cleft  palate,  spinabifida,  etc.,  I  shall  not  describe 
in  full,  nor  go  into  details.  I  will  leave  this  for  discussion  by  the  mem- 
bers of  the  society. 

I  will  close  this  paper  with  the  following  remarks :  That  all  the 
defects  I  mentioned  above  are  due  to — 

1.  Obstructive  union  of  the  bones,  which  non-union  is  due  to  lack 
of  formative  material  in  the  bone  substance,  as  rickets. 

2.  Increased  intracranial,  or  intravertebral,  pressure,  due  primarily 
to  hydrops. 

3.  Adhesions  of  the  amniotic  fluid  to  the  embryo  in  its  early  life. 

4.  Traumatism  to  the  mother  may  result  in  deformity  of  the  foetus, 
either  mechanically,  or  through  impressions  of  the  nervous  system, 
as  burning  by  fire. 

5.  Heredity.  Harelip  and  supernumerary  fingers  can  be  traced  in 
certain  families  for  generations. 

Indications : 

The  indication  in  such  cases  after  establishing  a  correct  diagnosis 
is  early  premature  delivery. 
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STRICT  INDICATIONS  FOR  OBSTETRIC  OPERATIONS  * 
By  C.  A.  Von  Ramdohr,  M.D., 

Professor  of  Obstetrics,  New  York  Post-Graduate  Medical  School  and  Hospital;  Consulting  Obstet- 
rician to  the  Lying-in  Department;  Gynaecologist  to  St.  Mark's  Hospital  and  the 
German  Poliklinik. 

Listening  to  some  remarks  of  a  Fellow  at  our  last  meeting,  in- 
forming us  that  a  well-known  maternity  hospital  used  rubber  dilators 
in  about  13  per  cent,  of  their  cases,  it  struck  me  that  it  would  be  of  the 
utmost  value  to  show  the  readers  of  such  remarks  that  while  it  is 
proper  in  a  hospital  to  show  students  the  various  instruments  and  de- 
vices and  their  application  for  relieving  suffering,  it  must  always  be 
made  clear  that  these  operations  are  often  performed  for  their  benefit 
only,  of  course  without  hurting  the  patient,  and  the  same  operations 
are  frequently  contra-indicated  in  private  practice. 

Thus  in  small  university  clinics  the  application  of  forceps,  for  ex- 
ample, is  often  absolutely  demanded  to  give  the  student  some  idea  of 
their  practical  working  from  the  true  reasoning  that  such  an  operation 
under  proper  expert  supervision,  even  without  a  strict  indication,  will 
do  less  harm  to  the  individual  patients  in  the  long  run  than  it  will  help 
humanity  in  general  by  giving  so  much  more  experience  to  its  future 
benefactors. 

It  is  perfectly  proper  and  possible  for  an  expert  to  perform  dozens 
of  Duehrsen  operations  for  bloody  dilatation  with  the  best  assistance 
and  the  best  skill  without  infecting  the  patient,  when  a  general  prac- 
titioner would  get  better  results  staying  many  hours  at  the  bedside 
and  waiting  for  a  natural  dilatation.  Again,  an  expert  may  make 
a  record  in  symphyseotomy  while  the  general  practitioner  would  kill 
the  same  number  of  infants  and  mothers  by  following  his  teaching. 

Now  all  our  knowledge  is  either  gained  by  experience  or  by  being 
taught  either  by  precept  or  ex  cathedra.  All  Fellows  of  our  society 
are  teachers,  are  sowing  their  seed  broadcast  throughout  the  land; 
but  very  little  fruit  is  received  by  congenial  soil.  We  relate  our  experi- 
ences in  our  society  and  have  them  published.  We  invite  people  to 
our  operations  and  are  looked  upon  as  great  operators,  or  we  go  di- 
rectly to  our  pupils  and  teach  them  didactically  or  clinically. 

There  is  a  great  deal  of  difference  in  teaching  an  undergraduate,  a 
*  Kead  before  the  New  York  Obstetrical  Society,  December  12,  i8qo. 
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young  graduate,  an  older  man,  or  a  specialist,  and  yet  we  hardly  ever 
separate  our  remarks ;  on  the  contrary,  we  try  to  make  them  fit  the 
whole  profession. 

How  would  you,  for  example,  consider  a  statement  in  one  of  our 
newest  text-books  on  obstetrics  for  students  and  practitioners,  where 
the  medium  degrees  of  pelvic  contraction  of  the  superior  strait  at  the 
conjugate  are  put  down  not  only  at  9^2  to  8  centimetres,  but  where 
the  gentleman  repeats  in  brackets  for  the  benefit  of  his  readers,  that 
this  corresponds  in  inches  to  3.741  to  3.1496.  If  this  expert  may  be 
able  to  measure  these  fractions  of  inches  he  is  wecome  to  his  knowl- 
edge, but  he  is  wrong  to  burden  the  mind  of  the  stuaent  with  such 
minute  details  which  one  out  of  a  million  will  ever  retain.  The  bad 
results  from  such  teaching  I  have  unhappily  too  frequently  seen  in 
my  professional  experience.  Right  here  in  New  YorK  City  at  the 
center  of  medical  education  of  the  continent,  there  still  occur  and  have 
been  occurring  thousands  of  cases  of  puerperal  fever  brought  on  by 
too  frequent  and  injudicious  operations.  I  see  in  my  own  consulting 
practice  at  least  twenty-five  septic  puerperal  cases  a  year,  and  in  a 
large  percentage  too  early  interference  without  strict  indication  was 
primarily  responsible  for  the  disease  of  the  patient.  On  the  other  hand, 
in  my  connection  with  the  Post-Graduate  School,  I  have  had  occasion 
to  teach  several  thousand  practitioners  of  medicine,  and  found  those 
remarks  on  strict  indications  most  appreciated  by  them. 

This  state  of  affairs  ought  certainly  to  be  attended  to. 

First  of  all,  by  understanding  that  light,  witty  remarks  in  debating 
are  frequently  taken  seriously  by  the  profession  in  general,  and  theo- 
retical precepts  are  occasionally  carried  out  in  good  faith  by  unqualified 
followers. 

Secondly,  by  not  making  general  rules  in  a  specialists'  meeting  for 
everybody,  but  differentiating  to  whom  we  are  talking,  and  laying 
stress  on  this  fact. 

Thirdly,  by  giving  undergraduates  only  the  strictest  general  in- 
dications to  arrive  at  a  result,  instead  of  giving  them  vague  and  devious 
roads  which  they  are  not  prepared  to  appreciate. 

All  obstetric  operations  are  easy  of  performance  if  done  at  the 
correct  time  and  for  a  proper  indication. 

Now,  what  text-book  gives  the  proper  indication  to  a  man  with- 
out experience  ?  A  high  forceps  operation  done  by  an  expert  with  an 
axis  traction  forceps  is  easy  of  performance  for  him,  but  put  this  same 
instrument,  made  for  an  expert,  into  the  hands  of  an  inexperienced 
practitioner,  and  he  will  try  to  get  results  which  the  original  inventor 
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had  never  thought  of.  A  low  forceps  operation,  on  the  other  hand, 
can  be  performed  by  any  individual,  and  will  do  the  patient  no  harm 
barring  an  incidental  tear,  which  can  also  be  remedied  by  this  same 
physician. 

Again,  symphyseotomy,  if  done  with  all  requisite  assistance,  with 
all  the  caution  in  expert  hands,  gives  excellent  results,  but  performed 
in  dirty  quarters,  by  inexperienced  operators,  where  time  might  have 
given  the  same  result,  is  a  more  dangerous  proceeding  than  perform- 
ing version  in  a  neglected  shoulder  case.  The  indications  in  our  text- 
books talking,  for  example,  of  forceps,  are  so  complicated  that  the 
young  physician  gets  absolutely  bewildered  and  applies  his  instrument 
a  great  many  more  times  than  is  absolutely  necessary. 

Now  all  modern  obstetricians  agree  that  any  interference,  any  too 
frequent  examination,  or  any  unnecessary  operation  increase  the  dan- 
ger to  mother  or  child.  Therefore,  if  for  no  other  reason,  operations 
ought  to  be  avoided  wherever  possible. 

I  think  we  can  put  all  the  indications  into  this  single  rule:  When- 
ever mother  or  child  arc  threatened  with  danger,  interference  is  neces- 
sary and  indicated. 

That  means,  whenever  the  foetal  heart-sounds  are  either  increased 
by  twenty  or  reduced  by  twenty  a  minute,  whenever  meconium  appears 
in  head  presentations,  whenever  a  head  swelling  loses  its  tenseness, 
this  shows  that  it  is  time  for  the  infant  to  be  extracted.  On  the  other 
hand,  the  mother  shows  us  by  an  increasing  temperature,  by  a  height- 
ening pulse,  by  increasing  respiration,  or  by  haemorrhage  or  convul- 
sions that  she  needs  to  be  delivered.  Included  are  also  non-normal 
proportion  between  the  maternal  passages  and  the  foetus,  and  mal-pre- 
sentations  and  positions. 

The  usual  mistake  in  the  beginning  of  labor  is  the  too  early  arti- 
ficial dilatation ;  unless  labor  has  fully  set  in  and  membranes  are  rup- 
tured we  ought  to  wait  for  the  obliteration  of  the  cervix  and  for  the 
dilatation  of  the  os  (a  thing,  by  the  way,  that  is  not  generally  sepa- 
rated in  the  remarks  which  are  made  about  dilatation). 

Emptying  the  bladder  will  frequently  help  to  obliterate  the  cervix 
and  dilate  the  os  where  an  artificial  dilatation  would  be  absolutely  out 
of  place.  The  subjective  symptoms  of  the  hysterical  patient,  or  the 
pleadings  of  the  family,  or  the  impatience  of  the  physician  ought  never 
to  be  taken  into  consideration.  A  dilatation  is  only  necessary  if  the 
delivery  made  necessary  by  the  condition  of  mother  or  child  is  to  follow 
immediately. 

Forceps  ought  never  to  be  employed  except  bv  an  expert  unless 
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the  head  is  engaged,  in  the  pelvis.  This  will  exclude  all  those  cases 
of  deformed  pelvis  on  account  of  which  the  head  cannot  descend,  as 
well  as  all  those  cases  of  monstrosities  on  part  of  the  infant,  where  the 
head  cannot  pass  through.    It  will  also  exclude  any  mal-presentation. 

Version  is  either  performed  to  correct  a  malposition  of  the  foetus 
or  as  a  preliminary  to  extraction.  This  indication  will  again  exclude 
such  cases  of  contracted  pelvis  which  make  it  impossible  for  the  in- 
fant to  pass. 

Craniotomy  nowadays  is  only  performed  on  a  dead  child,  and  cer- 
tainly is  preferable  to  an  attempted  version  late  in  labor  or  to  a  sym- 
physeotomy in  unfavorable  surroundings. 

Elective  Caesarian  section  is  only  to  be  performed  by  expert  lapa- 
rotomists  in  the  very  best  of  surroundings.  Just  as  much  as  the  indi- 
cation for  a  symphyseotomy  can  only  be  drawn  by  the  expert  obstetri- 
cian and  the  operation  ought  never  to  be  performed  except  by  an 
aseptic  operator  will  a  full  staff  of  trained  assistants.  The  absolute 
indication  for  Caesarian  section  will  be  best  appreciated  if  we  keep 
in  mind  that  a  medium-sized  hand  ought  not  to  be  able  to  pass  through 
the  superior  strait.  The  indication  of  abortion  or  premature  de- 
livery ought  to  be  much  more  strictly  observed.  No  vomiting  in 
pregnancy  ought  to  be  called  uncontrollable  until  after  the  usual  reme- 
dies having  failed,  rectal  feeding  has  not  stopped  this  symptom. 

One  of  the  finest  points  in  choosing  the  operation  is  a  medium- 
sized  pelvis  of  three  and  a  half  to  three  inches  conjugate  diameter, 
where  premature  delivery,  version  and  extraction,  symphyseotomy,  or 
elective  Caesarian  section  have  to  be  compared.  The  same  with  pla- 
centa praevia. 

Permit  me,  for  illustration,  to  cite  three  cases  happening  to  me  some 
time  ago  in  succession,  where  three  different  ways  led  to  the  same 
result,  but  where  each  road  was  indicated  by  the  correct  marks. 

Case  I. — I.  para,  fainting,  husband  left,  nurse  had  not  arrived,  head 
not  engaged.    I  delivered  her  at  once  by  quick  version  and  extraction. 

Case  II. — III.  para;  roomy  pelvis,  membranes  not  ruptured,  cervix 
obliterated,  os  dilated,  pains  good,  strong  and  regular;  head  presenting 
well,  not  engaged,  quite  an  amount  of  haemorrhage.  Membranes  were 
ruptured  and  patient  was  delivered  spontaneously  within  ten  minutes. 

Case  III. — II.  para.  Cervix  not  quite  obliterated,  but  dilatable; 
head  presentation;  head  not  engaged;  very  little  haemorrhage;  good 
surroundings,  good  assistants.  Bimanual  version  and  easy  extraction 
an  hour  afterwards.  I  think  if  I  had  reversed  this  order  of  proceed- 
ings I  would  not  have  succeeded  in  saving  mothers  and  children. 
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Gentlemen,  if  I  have  succeeded  in  calling  your  attention  to  the  fact 
that  it  is  not  the  operation,  but  the  indication,  the  condition  of  the 
patient,  the  surroundings,'  which  are  the  difficult  factors  that  save  or 
kill  our  mothers  and  children;  if  I  have  succeeded  in  calling  your 
attention  to  the  fact  that  a  series  of  brilliant  successful  operations 
against  the  rules,  or  experiments  to  devise  new  rules  are  followed  by 
a  crowd  of  imitators  without  your  brilliant  skill  or  power  of  initiative, 
whose  result  will  prove  the  very  opposite  of  your  intentions;  if  I  have 
succeeded  in  convincing  you  that  a  sharp  repartee  in  debate  at  a  spe- 
cialists' meeting  may  work  immeasurable  harm  to  some  readers  of  the 
report ;  if  I  have  called  the  attention  of  the  obstetric  teachers,  not  only 
members  of  this  society,  but  of  the  country,  to  the  fact  that  the  teach- 
ing of  strict  indications  lies  at  the  bottom  of  the  whole  teaching  of  ob- 
stetric operations,  I  have  not  pleaded  in  vain. 

45  Irving  Place. 


CONSERVATIVE  GYNECOLOGY* 

By  G.  Betton  Massey,  M.D.,  Philadelphia,  Pa. 

That  there  has  been  a  reaction  against  a  conception  in  gynaecology 
which  concerned  itself  only  with  the  removal  of  one  or  more  of  the 
pelvic  organs  of  women,  all  will  admit.  Our  best  operators  appear, 
one  after  the  other,  with  papers  bearing  a  general  appearance  of  con- 
servatism, and  we  are  told  with  much  detail  how  a  portion  of  an  ovary, 
or  a  portion  of  a  fibromatous  uterus,  may  be  left  in  place,  or  how  a 
diseased  uterus  or  tube  may  be  removed  through  the  vagina.  This  is 
well,  so  far  as  it  goes,  and  comes  with  a  good  grace  from  men  who,  only 
five  or  six  years  ago,  were  writing  papers  on  "my  second  hundred 
ovarotomies"  or  "a  year's  work  in  abdominal  section,"  and  inciden- 
tally saying  nothing  of  the  blasted  hopes  and  blighted  lives  left  after 
their  work.  That  medical  men  should  exhibit  this  great  change  of  front 
in  so  short  a  time  speaks  volumes  for  the  self-purging  progress  of  a 
single  generation.  The  older  fad  that  every  patient  should  be  bled 
lasted  hundreds  of  years,  and,  though  it  looked  as  if  every  woman 
would  lose  her  ovaries  several  years  ago,  the  comparatively  quick  res- 
toration of  reason  in  this  matter  is  a  most  hopeful  augury  of  future 
medical  progress. 
*Read  before  the  Philadelphia  County  Medical  Society,  December  27,  1899. 
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But  progress  is  at  times  greater  on  the  surface  than  beneath.  We 
want  esoteric  progress  as  well  as  exoteric  progress.  We  want,  in  other 
words,  fewer  surgeons  with  a  private  reputation  for  removing  the 
ovaries  of  every  woman  brought  to  them. 

Of  the  value  of  those  procedures  in  conservative  gynaecology  which 
require  cutting  operations,  it  is  not  my  province  to  speak,  beyond  the 
expression  of  an  opinion  that  they  represent  progress  in  the  right  direc- 
tion. By  an  equally  just  division  of  the  responsibility  flowing  only 
from  experience,  I  am  empowered  to  speak  definitely  of  certain  other 
lines  of  conservative  work  in  which  I  am  personally  engaged,  and  also 
to  compare  them  with  the  results  of  still  other  lines  of  conservative 
work  that  have  been  employed  in  the  cases  coming  under  my  observa- 
tion. 

It  is  self-evident  that  it  is  the  prime  duty  of  the  physician  to  cure 
his  patient,  but  it  should  be  no  less  a  primal  duty  to  accomplish  this 
result  with  least  risk  of  harm  to  the  patient,  and  to  conserve  all  of  her 
functions  that  are  compatible  with  health  and  comfort. 

Gynaecology  is  a  new  specialty,  and  there  has  been  much  to  and  fro 
marching  of  its  master  minds.  In  the  present  stage  of  its  progress  it 
would  be  wise  to  emulate  the  example  of  the  merchant,  and  once  a  year 
"take  an  account  of  stock"  of  its  remedial  procedures.  In  such  an 
examination  all  will  agree  that  major  surgery,  in  this  aseptic  age,  is  the 
only  possible  recourse  in  the  cure  of  ovarian  and  dermoidal  tumors  and 
purulent  collections ;  and  that  minor  surgery  is  a  blessing  in  those 
plastic  operations  in  which  so  much  true  skill  and  dexterity  are  re- 
quired. Aside  from  malignant  conditions,  which  will  not  be  further 
mentioned  in  this  paper,  and  fibroid  tumors,  which  will  be  referred  to 
later,  a  critical  study  will  show  that  the  great  majority  of  the  remaining 
affections  peculiar  to  women  are  more  or  less  connected  with  inflamma- 
tions or  infection,  whether  the  exciting  cause  be  traumatic  or  not. 

It  is  for  one  or  other  of  this  great  sub-  or  post-inflammatory 
group  that  most  patients  consult  physicians,  though  it  is  to  be  regretted 
that  medical  men  too  often  overlook  this  evident  pathological  fact,  while 
concentrating  their  attention  on  mere  mechanical  results.  When  this 
broader  conception  of  these  conditions  prevails,  the  profession  will  con- 
demn unsparingly  the  removal  of  ovaries  for  mere  inflammation  or 
adhesion,  or  even  prolapse;  and  as  it  pronounces  the  judgment  that  this 
too  frequently  performed  operation  has  been  due  to  culpable  careless- 
ness, it  will  also  say  that  the  removal  of  the  uterus  for  the  same  condi- 
tions was  culpable  stupidity. 

The  sharp  curette  in  the  treatment  of  endometritis  has  been  unspar- 
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ingly  condemned  by  many  surgeons,  yet  I  hear  of  its  use  every  day. 
The  enlightened  concensus  of  present  opinion  demands  that  the  use 
this  instrument  be  stopped,  even  if  more  troublesome  procedures  are 
thereby  made  necessary  for  the  attainment  of  results. 

The  steel  dilator  is  a  barbarous  instrument  to  employ  in  a  cervix 
which  is  not  physiologically  prepared  to  dilate,  as  when  post-partum 
debris  is  to  be  removed,  and  as  its  use  in  the  normal  rigid  cervix  often 
leads  to  periuterine  inflammation,  other  and  safer  means  should  be  used 
in  its  place  when  possible. 

Of  pessaries,  I  may  say  that  I  have  not  placed  one  in  position  for 
years,  except  in  cases  of  strictly  senile  relaxation,  and  am,  on  the  con- 
trary, making  quite  a  collection  of  these  crutches  in  my  office,  and  in 
no  case  has  the  patient  regretted  the  loss  of  this  incubus,  being  invari- 
ably made  well  by  removing  inflammatory  sequels,  reducing  the  size  of 
the  uterus,  and  toning  up  the  ligaments. 

By  what  means,  then,  can  we  cure  these  cases  presenting  post- 
inflammatory, catarrhal,  and  congestive  conditions? 

I  need  only  mention  vaginal  applications  of  hot  water,  glycerine, 
iodine,  ichthyol,  etc.,  for  many  of  you  use  them  successfully,  though  few 
think  it  worth  while  to  emphasize  the  good  results  by  reporting  them. 
If  these  simple  remdies  fail,  you  should  at  once  procure  an  electric  outfit 
and  learn  the  technic  of  its  proper  application.  This  will  be  trouble- 
some, of  course,  and  you  may  yearn  to  remove  the  parts  at  once  by  an 
abdominal  or  pelvic  section,  even  though  your  list  be  well  up  in  the 
hundreds,  but  strict  professional  duty  requires  that  we  either  do  what  is 
best  for  the  patient,  or  else  leave  her  alone. 

The  young  wife  of  a  prominent  dentist  consulted  me  some  years  ago 
for  a  persistent  menorrhalgia  and  intermenstrual  pain.  The  menor- 
ihalgia  dated  back  into  her  recent  girlhood,  and  before  marriage  she 
had  been  subjected  to  dilitation  of  the  cervix  under  ether  by  a  skilled 
surgeon,  with  the  only  favorable  result  of  one  period  without  pain,  but 
the  operation  was  followed  by  intermenstrual  pains  in  the  region  of  the 
left  ovary.  When  seen  first  by  the  speaker  the  cervix  showed  a  stellate 
laceration  and  the  left  ovary  was  enlarged,  prolapsed,  and  tender.  She 
had  remained  sterile.  Vaginal  galvanic  applications  of  the  positive 
pole  were  begun  and  kept  up  for  a  number  of  months  with  encouraging 
results  in  relieving  both  kinds  of  pain  and  the  tenderness,  and  when 
finally  it  was  thought  that  the  ovarian  tenderness  had  subsided  suffi- 
ciently, the  uterus  itself  received  direct  attention  for  the  still  existing 
endometritis  that  had  been  the  primary  fault.  A  few  positive  galvanic 
intrauterine  applications  were  made,  small  currents  being  employed 
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because,  even  at  the  frequency  of  once  a  week  they  were  followed 
by  pain.  These  were  quickly  followed  by  added  relief,  and  after  several 
months'  further  treatment  by  both  intrauterine  and  vaginal  applications 
she  was  discharged  cured,  and  very  shortly  afterwards  the  first  concep- 
tion occurred. 

This  patient  had  distinct  ovarian  disease  when  first  seen,  tossed  her 
bed  in  agony  every  month,  and  had  been  married  and  sterile  over  a 
year.  Removal  of  the  ovaries  had,  of  course,  been  advised.  She  now 
has  painless  periods  and  is  the  mother  of  a  fine  boy  a  year  and  a  half 
old. 

A  case  somewhat  similar  in  origin  and  conditions  present  was  that 
of  Miss  B.,aged  nineteen,  a  handsome  girl, kindly  referred  by  Dr.  W.  G. 
Leaman,  of  West  Philadelphia.  She  had  a  family  history  of  consump- 
tion and  a  personal  history  of  delayed  and  irregular  puberty,  which 
finally  developed  intense  menorrhspasms  that  put  her  in  bed  a  week  in 
each  month  in  a  condition  of  convulsive  incoherence  from  the  intense 
pain.  Before  seeing  Dr.  Leaman  she  had  been  dilated  in  hospital  by 
one  practitioner;  had  worn  a  stem  pessary  for  a  year,  inserted  by 
another;  and  had  been  advised  by  still  another  that  the  only  cure  was  a 
removal  of  the  ovaries.  At  this  juncture  Dr.  Leaman  was  called  in,  and 
being  loath  to  have  the  patient  wrecked  between  the  two  alternatives 
cf  asexualization  or  the  opium  habit,  he  turned  her  over  to  the  speaker 
for  special  attention.  The  examination  showed  the  uterus  slightly  ante- 
flexed,  enlarged,  and  the  left  ovarian  region  boggy  and  tender.  There 
w  as  no  material  amount  of  leucorrhea. 

The  treatment  was  begun  August  23,  1898,  and  terminated  in  Feb- 
ruary, 1899,  covered  six  months,  though  for  a  portion  of  this  time  it 
was  desultory.  It  consisted  almost  entirely  of  vaginal  applications  of 
galvanic  and  faradic  currents,  positive,  though  at  one  time  several  intra- 
uterine applications  were  made,  which  caused  additional  pain.  To-day, 
almost  a  year  since  the  cessation  of  the  treatment,  the  patient  remains 
in  good  health,  having  had  but  one  painful  period  in  over  a  year,  and 
this  one  caused  by  exposure  to  cold  and  wet. 

Not  to  go  into  further  detail  in  this  matter  of  the  saving  of  ovaries,  I 
must  testify  to  the  special  usefulness  of  electricity  in  the  cure  of  endome- 
tritis, prolapse  of  the  uterus,  and  relaxation  of  the  uterine  supports  not 
caused  by  laceration  of  the  pelvic  floor.  Even  post-gonorrheal  endome- 
tritis may  be  cured  by  the  use  of  mild  applications  of  electro-mercuric 
sterilization  by  a  method  which  is  a  miniature  example  of  the  writer's 
process  for  the  treatment  of  cancer,  leaving  for  major  surgery  only 
those  cases  of  chronic  extension  of  this  infection  to  the  tubes. 
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Finally,  it  is  our  duty  to  be  scrupulously  conscientious  in  laying 
before  our  patients,  who  are  suffering  from  benign  fibrous  tumors  of  the 
uterus,  the  exact  status  of  conservative  electric  treatment  of  these  cases, 
giving  them  the  option  of  immediate  operation  and  almost  immediate 
cure,  with  its  probable  risks  and  certain  result  in  unsexing,  on  the  one 
hand,  and  on  the  other  hand  the  option  of  a  long  and  somewhat  tedious 
treatment  that  is  absolutely  harmless  in  proper  cases,  and  certain  to 
produce  a  shrinkage  and  symptomatic  cure  in  90  per  cent,  of  them,  in- 
cluding actual  disappearance  of  the  tumor  by  absorption  in  5  or  6  per 
cent,  of  the  cases  treated,  while  those  tumors  not  helped  will  not  be 
harmed.  With  these  facts  properly  stated  the  patient's  choice  will  be 
intelligent,  and  governed  by  the  circumstances  in  which  she  is  placed. 

1  had  intended  to  give  some  recent  instances  of  fibroids  treated  by 
the  Apostoli  method,  but  as  this  paper  is  already  longer  than  it  should 
be,  I  will  reserve  these  notes  for  a  future  communication. 


NOTES  ON  CANCER. 

WITH  A  CLINICAL  DIVISION  FOR  THE  PURPOSE  OF  DETERMINING  RADICAL 
OR  PALLIATIVE  MEASURES  AND  TO  FORMULATE  A  BASIS  FOR  A  MORE 
SCIENTIFIC  COMPILATION  OF  RESULTS. 

By  John  C.  MacEvitt,  M.D., 

Gynecologist,  St.  Mary's  General  Hospital,  Brooklyn,  N.  Y. 

I  have  been  led  to  bring  this  subject  before  you  for  the  reason  that 
in  a  few  cases  of  malignant  disease  of  the  uterus,  men  qualified  by  ex- 
perience to  speak  differed  in  views  regarding  the  justifiability  of  a 
certain  meditated  course  of  procedure.  Differences  of  opinion  are 
certain  to  exist  where  a  decision  is  left  to  individual  judgment  rather 
than  to  an  arbitrary  rule. 

While  I  do  not  claim  the  views  I  am  about  to  submit  are  to  be 
considered  arbitrary,  I  feel  that  they  will  at  least  assist  the  surgeon 
who  hesitates  as  to  the  proper  line  to  pursue  in  dealing  with  uterine 
cancer. 

It  falls  to  our  province,  in  agreement  with  our  special  line  of  sur- 
gery, to  meet  with  a  relatively  greater  number  of  cases  than  that  which 
falls  to  the  general  surgeon  or  practitioner.     Indeed,  with  each  sue- 
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ceeding  year  the  number  seems  to  increase  in  a  progressive  ratio.  The 
medical  press  has  been  compelled  through  the  number  of  cases  re- 
ported in  its  columns  to  notice  this  increase  in  the  prevalence  of  can- 
cer, while  the  lay  press,  through  sensational  articles,  has  made  the 
subject  one  of  common  alarm.  It  is  a  matter  of  moment  to  us  whether 
this  increase  is  an  actual  fact  or  due  to  a  more  skilled  recognition 
by  the  profession  in  general  of  the  pathological  process. 

Admitting  this  prevalence,  no  matter  the  cause,  should  it  not  stimu- 
late us  to  greater  efforts  in  our  endeavor  to  detect  its  presence  before 
irretrievable  harm  results  ? 

Do  we  conserve  the  best  interest  of  our  patients  by  treating  in- 
flammatory conditions  of  the  uterus  without  bringing  to  our  aid  every 
conceivable  means  for  its  detection?  Can  our  conscience  be  stilled 
by  an  exculpatory  monitor  exclaiming,  "I  did  not  suspect"?  I  won- 
der if  there  are  other  members  of  this  society  who  havei  had  patients 
develop  cancer  subsequent  to  their  treatment  for  some  other  disease, 
whose  early  recognition  through  a  microscopical  examination  would 
have  been  possible? 

There  are  few  conscientious  general  practitioners  who  do  not  in 
ordinary  diseases  microscopically  examine  the  urine  for  renal  com- 
plications, and  why  should  not  we  do  the  same  with  the  scrapings  from 
the  interior  of  the  uterus  and  the  vaginal  discharge,  in  search  for 
cancer  epithelia?  Except  in  cases  where  it  is  an  interstitial  neo- 
plasm, which  is  rare,  the  changed  epithelia  and  connective  tissue  will 
there  be  found  as  also  in  the  urine,  washed  by  the  latter  from  the  ex- 
cretions around  the  meatus. 

I  hold  that  in  every  case  where  the  endometrium  or  cervix  shows 
evidence  of  a  pathological  condition  the  excretory  products  of  the 
vagina  and  bladder  should  be  submitted  to  such  an  examination. 
Where  there  are  visible  lesions  a  secretion  of  the  tissue  should  be 
examined  in  like  manner.  Emphatically  it  is  the  only  method  we 
possess  to  detect  the  disease  in  its  incipiency,  and  it  is  incumbent  upon 
us  to  avail  ourselves  of  the  instrument's  assistance. 

Has  it  not  often  been  a  source  of  wonderment  to  you  that  the 
cases  you  see  in  consultation  and  those  referred  to  you  for  operation 
are  as  a  rule  so  far  advanced  that  only  palliative  measures  can  be  em- 
ployed? The  reason  is  not  difficult  to  explain  in  the  fact  that  instruc- 
tion on  the  subject  of  early  recognition  of  cancer  in  the  uterus  has 
not  been  given  due  importance,  and  is  not  to-day.  Take  even  the  text- 
books, and  you  will  find  the  symptoms  given  apply  to  the  advanced 
stages.     Is  it  not  your  experience  to  be  informed  by  your  patients 
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that  they  have  been  under  treatment  for  ulceration  or  inflammation 
of  the  womb  for  periods  varying  from  six  months  to  twelve.  Treat- 
ment? What  kind  of  treatment?  Sum  it  up  in  one  word — homicidal. 
Let  it  be  as  it  may,  the  frequency  of  uterine  cancer  must  cause  us  to 
consider  means  for  its  prevention  and  lead  to  the  adoption  of  clearer 
definitions  of  its  clinical  aspects  other  than  those  which  now  exist, 
in  order  to  determine  a  true  basis  for  future  statistics,  regarding  the 
results  of  operative  interference  for  its  cure  or  palliation. 

By  the  adoption  of  such  a  clinical  basis  we  would  have  in  due  time 
a  better  knowledge  of  the  results  obtained,  which  would  enable  us  to 
make  the  choice  of  operation  elective  with  the  feeling  that  we  were 
performing  our  whole  duty  let  the  selection  be  radical  or  palliative. 

In  the  past  statistics  pertaining  to  cancer  were  exploited  with  the 
object  of  showing  the  results  secured  by  operations  of  a  special  tecb- 
nique,  rather  than  those  in  the  various  stages  of  its  clinical  progress. 
Studying  such  our  ideas  must  conflict  when  we  take  into  consideration 
the  theories  and  performances  of  their  compilers.  Some  surgeons 
with  a  penchant  for  mutilation  will  accept  the  chance  of  having  their 
patient  removed  alive  from  the  table,  while  others  of  the  ultra-con- 
servative will  act  only  when  they  are  sure  of  their  ability  to  completely 
remove  the  neoplasm.  Hence  statistics  can  only  be  wanting  in  agree- 
ment and  most  misleading.  The  fallacy  of  such  is  pathetically  amus- 
ing when  their  truthfulness  should  be  to  us  as  the  beacon  is  to  the 
mariner. 

The  etiology,  pathology  and  varieties  of  cancer  will  be  but  lightly 
touched  upon  and  only  when  necessary  to  elucidate  some  point. 

I  here  deem  the  term  cancer  as  synonymous  with  malignancy  and 
sufficiently  explicit  for  my  purpose,  without  entering  upon  a  detailed 
description  of  the  different  classifications  embracing  in  the  term  the 
two  principal  structural  divisions  of  epithelioma  and  sarcoma,  to  which 
all  the  others  are  allied. 

I  take  it  for  granted  that  others  like  myself  have  experienced  inde- 
cision in  dealing  with  advanced  cases,  those  on  the  border  line  call- 
ing for  one  of  two  means. 

It  will  be  my  endeavor  as  a  clinician  in  this  brief  paper  to  formu- 
late my  views  on  the  subject,  hoping  that  it  will  give  an  impetus  to 
others  more  competent  to  do  it  justice. 

Heretofore  we  have  had  no  clear  clinical  division  of  the  different 
degrees  of  the  malignant  process  from  its  evolution  to  dissolution. 

You  can  readily  see  that  if  I  were  to  attempt  such  a  division  of  each 
variety  my  labor  would  be  prolonged  without  an  adequate  return  ; 
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whereas,  a  generalization  of  all  into  the  following  stages  will  be  prac- 
tically comprehensive. 

Primary  or  stage  of  incipiency. 

Secondary  or  stage  of  infiltration. 

Tertiary  or  stage  of  lymphatic  infection. 

Quaternary  or  stage  of  adnexal  and  systematic  infection. 

It  will  be  impossible  to  make  these  four  stages  acutely  distinctive, 
as  each*  is  but  a  sequential  development  of  the  one  preceding,  yet  each 
had  an  individuality  peculiar  to  itself. 

The  primary  or  stage  of  incipiency  is  the  most  difficult  to  recog- 
nize, is  generally  overlooked,  yet  it  is  the  most  important  of  all,  the 
fortunate  discovery  of  which  means  the  saving  of  life  and  suffering. 

Now,  in  what  class  of  patients  are  we  to  expect  its  presence?  In 
every  class  and  station  in  life.  Age  and  the  effects  of  parturition  are 
predisposing  causes.  It  is  more  often  found  in  women  over  than  un- 
der thirty  years  of  age,  but  it  exists  in  the  virgin  as  well  as  in  the 
withered  and  wrinkled,  in  the  married  more  frequently  than  in  the 
unmarried. 

The  afflicted  may  present  every  evidence  of  perfect  physical  health, 
seeking  the  advice  of  the  physician  for  some  supposed  unimportant 
vaginal  discharge.  Leading  questions  in  many  instances  will  fail  to 
elicit  other  than  the  complaint  of  a  leucorrhceal  discharge,  even  the 
menstrual  functions  remaining  unimpaired,  while  with  others  a  train 
of  symptoms,  mild  in  character,  will  indicate  some  form  of  irritation  or 
inflammation  in  the  genito-urinary  tract. 

In  contradistinction  to  the  physical  well  appearing,  we  may  meet  with 
the  reverse  of  the  picture  in  the  prematurely  aged,  emaciated  and 
anaemic,  stamped  with  the  cares  of  life  by  indelible  facial  lines,  telling 
of  approaching  invalidism  brought  about  not  by  the  presence  of  in- 
cipient malignant  disease,  but  by  incidental  ills  and  trials  peculiar  to 
womenkind  which  render  her  vulnerable  through  constitutional  low 
vitality. 

Let  us  for  an  answer  of  the  conditions  we  may  expect  to  find,  se- 
lect a  few  in  which  the  disease  in  its  incipiency  exists,  for  the  purpose 
of  making  an  examination.  Commencing  with  a  digital  exploration 
we  will  probably  find  maldeviation  and  sequelae  of  former  traumatisms, 
which  may  be  considered  in  the  light  of  predisposing  causes. 

Belonging  to  the  changed  physical  characteristics  of  the  uterus 
due  to  the  disease  we  will  recognize — 

Firstly. — A  normal  cervix,  slightly  enlarged  body  and  fundus,  with 
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evidence  of  pain  upon  pressure,  discharge  from  cervical  canal.  Seat 
of  disease  in  endometrium. 

Secondly. — An  enlarged  cervix,  body  and  fundus  normal,  absence 
of  tenderness,  cervical  discharge.    Seat  of  disease  in  portio-vaginalis. 

Thirdly. — Symmetrically  enlarged  uterus,  tender  upon  pressure, 
roughened  and  uneven  mucous  surface  of  face  of  cervix,  areas  of  in- 
duration, tip  of  examining  finger  upon  withdrawal  found  tinged  with 
blood.  Cervical  discharge.  Seat  of  disease  in  cervix  with  probable 
extension  to  body. 

As  a  further  aid  to  our  examination  we  will  nozv  make  use  of  the 
speculum  and  sound.  The  cervix  having  been  brought  into  the  Held, 
we  will  find  it  in  appearance  normal,  or  enlarged,  with  an  eroded  bleed- 
ing surface  surrounded  by  spaces  of  normal  mucous  membrane ;  small 
ulcerative  patches  covered  with  mucoid  exudation.  With  the  sound 
we  will  detect  the  commencing  induration  within  the  cavity. 

Ordinarily  only  the  indurated  and  eroded  bleeding  conditions  men- 
tioned would  lead  us  to  suspect  initial  cancer  and  cause  us  to  pursue 
our  investigation  further. 

These  symptoms  do  not  imply  commencing  cancer,  but  are  co- 
existent with  it. 

Microscopical  and  tactile  information  which  are  sufficient  in  the  ad- 
vanced disease  are  most  inadequate  in  its  beginning;  thus  we  are  com- 
pelled through  necessity  to  resort  to  the  use  of  the  microscope. 

Skilled  pathologists  may  be  able  to  distinguish  the  varieties  of  the 
changed  epithelia  and  their  former  habitat,  but  let  us  rest  satisfied  with 
the  knowledge  that  cancer  exists  if  we  find  enlarged,  coarsely  granu- 
lar, irregular  epithelia  with  endogenous  new  formation,  either  singly 
or  more  diagnostically  in  groups  with  protoplasmic  changes  in  the  con- 
nective tissue  shreds  through  infiltration  or  inflammatory  products. 

Where  one's  suspicions  are  aroused  by  ocular  evidence  of  disease 
a  section  for  examination  is  obligatory,  and  an  examination  of  the 
excretions  will  be  confirmatory. 

Treatment  of  the  first  stage: 

Having  determined  the  presence  of  cancer  epithelia  or  the  transi- 
tional changes  leading  thereto,  our  next  object  will  be  to  determine  the 
location  and  confines  of  the  diseased  area,  as  upon  such  information 
hinges  the  surgical  procedure  necessary.  Here  it  is  we  will  at  once 
meet  with  a  diversity  of  views,  the  greater  majority  of  operators  will 
advise  hysterectomy,  no  matter  where  the  disease  is  located  or  the 
amount  of  tissue  involved.  From  such  I  will  not  dissent,  except  only 
in  cases  in  which  the  disease  is  confined  to  the  portio-vaginalis,  where 
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the  high  amputation  of  Dr.  Byrne,  by  the  galvano  cautery  knife,  finds 
its  highest  ideal.  It  is  in  the  destruction  of  tissue  beyond  the  point 
of  contact  by  the  cautery  instrument  that  renders  it  of  so  much  value 
over  the  scalpel  or  scissors.  The  mortality  following  this  operation 
has  been  nil,  and  the  resulting  cures  and  added  longevity  have  been 
equalled  by  no  other  operative  measure.  Where  the  disease  is  located 
in  the  body  or  fundus  this  operation  is  not  applicable,  for  in  such  cases 
there  can  be  no  certainty  of  complete  removal  of  the  infected  tissues. 
Hysterectomy  here  finds  a  legitimate  field. 

Hence  we  have  in  the  primary  stage  a  resort  to  radical  measure 
only. 

Secondary  or  Stage  of  Infiltration. — Here  the  disease  has  existed 
for  a  variable  period  and  is  accompanied  by  symptoms  subjective  and 
objective  and  not  difficult  of  interpretation. 

With  the  infiltration  in  this  stage  we  have  the  complete  establish- 
ment of  the  disease,  confined  as  yet  to  the  uterine  body,  invading  not 
only  its  mucous  but  connective  and  muscular  tissue  as  well.  This  in- 
filtration is  simply  inflammatory,  and  upon  removal  of  the  malignant 
nidus  absorption  will  most  probably  take  place. 

The  local  lymphatics  and  capillaries  share  in  the  process,  but  are 
not  sufficiently  active  to  produce  indications  of  systematic  infection. 

The  distinguishing  objective  symptoms  are,  as  I  have  before  stated, 
confined  to  the  integrity  of  the  organ,  and  may  exist  as  a  circumscribed 
or  general  enlargement  of  the  whole,  without  any  appreciable  break- 
ing down  of  the  tissue  through  necrosis  at  first,  but  as  it  progresses 
we  will  have  an  aggravation  of  the  physical  symptoms  of  the  first 
stage,  to  be  followed  by  ulceration,  haemorrhages,  foetid  discharges, 
pain,  loss  of  appetite,  loss  of  weight,  and  stomachic  and  intestinal  de- 
rangements. As  a  result  there  will  be  a  direct  and  moral  depressing 
effect,  which  will  show  in  the  general  manner  and  appearance  of  the 
sufferer. 

Prior  to  the  appearance  of  the  necrotic  changes  it  is  sometimes  pos- 
sible to  determine  the  presence  of  the  disease  by  the  sense  of  touch 
alone.  Areas  of  indurated  tissue  may  be  felt  in  the  cervix,  surround- 
ed by  that  which  is  normal.  Upon  three  occasions  have  I  made  the 
diagnosis  of  cancer  of  the  cervix,  verified  by  the  microscope,  where 
enlargement  and  indurated  spots  were  the  only  symptomatic  guides. 

Treatment  in  the  second  stage  embraces  high  amputation  or  hys- 
terectomy. The  field  for  high  amputation  in  this  stage  becomes  more 
limited  and  ceases  altogether  with  the  advent  of  the  third  and  fourth 
stages.     Where  the  fundus  is  free  from  disease  and  only  the  cervix 
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and  body  are  involved,  high  amputation  is  feasible  and  safe,  by  dis- 
secting away  bladder,  rectum,  and  broad  ligaments,  but  complete  re- 
moval is  so  little  less  troublesome  that  there  should  be  no  hesitancy 
in  the  one  to  select.  The  only  objections  that  can  be  urged  against 
high  amputation  in  this  stage  is  the  uncertainty  of  the  degree  of  exten- 
sion beyond  the  cervix. 

In  the  second  stage,  then,  where  the  cervix  alone  is  infected,  no 
matter  to  what  extent  high  amputation  by  galvano  cautery  will  be  the 
proper  operation ;  in  all  other  conditions  hysterectomy  is  demanded. 

Tertiary  or  Stage  of  Lymphatic  Infection. — Here  destruction  of 
the  uterine  tissue  has  made  great  progress  through  the  breaking  down 
of  the  infiltrated  tissues  of  the  second  stage. 

The  lymphatic  and  capillar}"  vessels  are  no  longer  able  to  take  care 
of  the  products  of  destruction,  but  become  surcharged  with  their  mor- 
bific elements,  carrying  them  into  the  general  circulation,  producing 
the  classical  "Cancer  Cachexia"  as  an  effect  and  not  a  cause.  I  do 
not  believe  it  to  be  possible  to  distinguish  the  different  cachexia?,  but 
there  is  a  peculiar  dusky  sallowness  in  that  where  cancer  exists  that 
is  almost  pathognomonic.  What  it  is  that  produces  this  appearance 
I  am  unable  to  say.  Researches  in  this  direction  have  resulted  in 
nothing  more  than  the  determination  of  hydraemia  or  anaemia.  If 
there  are  no  changes  in  the  blood-corpuscles  the  new  products  must  act 
upon  the  haemoglobin. 

The  local  symptoms  of  this  stage  are  patent  to  everyone.  These 
are  the  cases  we  commonly  meet  with  in  our  hospital  work,  whose  ac- 
quaintanceship it  would  have  given  us  more  pleasure  to  have  formed 
six  or  even  twelve  months  previously. 

Hemorrhages  are  frequent,  oftentimes  alarming;  pain  is  not  pres- 
ent in  all  cases,  but  when  so  is  more  intense  during  the  night.  A  foetid 
discharge  mixed  with  shreds,  sanious  in  character,  uterus  variably  en- 
larged, tender  and  partially  or  completely  fixed,  cervix  sometimes 
obliterated  or  covered  by  villous  growths.  The  introduction  of  a 
sound  into  the  uterine  cavity  will  show  it  to  be  filled  with  soft,  friable, 
adventitious  material  which,  when  removed  by  a  curette,  will  leave 
only  a  shell. 

In  the  advanced  stage  of  this  division  the  disease  will  have  in- 
vaded the  vaginal  junction,  broad  ligaments,  bladder,  and  rectum. 

The  general  symptoms  are  an  aggravation  of  those  of  the  second 
stage :  The  patient's  appearance  is  in  sympathy  with  the  local  condi- 
tion. Pain  at  night  prevents  sleep,  with  consequent  physical  weari- 
ness and  mental  depression,  emaciation  and  loss  of  weight  and  bodily 
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strength  complete  this  picture  of  the  third  stage.  It  is  in  this  stage 
that  doubts  are  apt  to  arise  in  determining  our  course  of  procedure. 

When  the  vagina,  rectum  and  broad  ligaments  are  encroached  upon 
by  the  disease,  hysterectomy  is  justifiable  in  the  hope  that,  if  not  cura- 
tive, longevity  of  life  will  be  secured. 

Viewing  the  matter  from  this  standpoint,  the  majority  of  surgeons 
will  not  only  hold  the  operation  justifiable  but  obligatory.  In  even 
less  advanced  cases  I  confess  my  unwillingness  to  follow  their  dicta. 
I  would  elect  palliative  measures.  By  palliative  measures  I  mean  the 
removal  of  all  diseased  tissue  possible  by  the  cautery  knife,  followed 
by  a  more  thorough  cauterization  by  the  dome  instrument. 

My  arguments  in  favor  of  such  a  course  are  as  follows :  We  in 
no  wise  jeopardize  the  patient's  life,  nor  do  we  accelerate  the  spread  of 
the  disease  into  new  domains;  it  is  particularly  easy  of  performance 
and  can  be  repeated  if  necessary;  it  will  grant  as  long  a  lease  of  life 
as  hysterectomy. 

These  opinions  are  based  upon  the  records  of  St.  Mary's  Hospital, 
where  the  galvano-cautery  operations  for  cure  and  palliation  have  been 
carried  on  for  the  past  twenty  years.  Hysterectomy  in  these  cases  to 
be  thorough  necessitates  the  searching  for  and  removal  of  lymphatic 
glands  to  prevent  metastasis  or  secondary  infection.  If  it  were  possi- 
ble to  remove  them  all,  such  could  probably  be  prevented,  but  when 
we  for  a  moment  consider  the  number  of  minute  ones  that  must  escape 
observation,  any  one  of  which  may  contain  in  its  lymph  spaces  a  can- 
cer epithelium,  our  election  of  the  palliative  performance  in  preference 
will  be  justified,  particularly  so  when  we  consider  the  danger  of  the 
prolongation  of  the  operation  and  re-infection  through  the  handling 
of  the  tissues.  This  last  objection  is  not  so  tenable  since  the  use  of 
Dr.  Skeene's  dessicating  haemostatic  forceps  has  been  recognized  as  a 
valuable  innovation. 

Furthermore,  after  these  radical  attempts  within  a  few  months  the 
disease  returns  with  redoubled  energy,  invading  and  destroying  other 
organs,  causing  intolerable  suffering,  in  no  wise  compensatory  for  the 
short  period  of  life  gained. 

I  therefore  advance  the  opinion  that  in  the  early  stages  of  the  third 
degree,  hysterectomy  should  be  performed.  In  the  advanced  stage 
palliative  measures  only. 

Fourth  Stage  of  Adncxal  Invok'emcnt  with  Systemic  Infection. — 
In  this  stage  we  have  the  local  symptoms  of  the  preceding  intensified 
and  the  cachexia  more  marked;  the  uterus,  bladder,  rectum,  broad  liga- 
ments, tubes,  ovaries,  and  peritoneum  have  become  agglutinated,  form- 


128 


John  C.  MacEvitt,  M.D. 


ing  a  tumorous  mass  firmly  fixed  in  the  pelvic  cavity.  This  aggluti- 
nation does  not  necessarily  indicate  that  all  the  adnexal  organs  are 
infected,  as  they  may  be  bound  together  by  a  fibrinous  exudation,  but 
when  such  a  condition  exists  it  is  proper  to  infer  infection  of  one  or 
more  of  them. 

Few  surgeons  will  have  the  fortitude  to  attempt  the  removal  of 
such  a  mass,  but  occasionally  the  true  conditions  are  not  recognized 
until  after  the  abdomen  is  opened,  when  the  surgeon  will  be  justified 
in  attempting  a  separation  of  the  parts  and  the  removal  of  the  in- 
fected organs,  if  in  his  judgment  it  will  accrue  to  the  benefit  of  the 
patient. 

Treatment  in  this  stage  permits  of  exploratory  incisions,  pan  hys- 
terectomy, and  palliation  of  symptoms  of  emergency.  The  chief  point 
of  value  in  the  foregoing  notes  is  the  clinical  division  of  cancer  into 
degrees  of  development.  If  such  were  adopted  by  gynascic  surgeons 
in  their  statistical  reports,  we  would  be  able  to  comprehend  at  a  glance 
the  true  value  of  surgical  interference  in  all  phases  of  the  disease. 

From  the  present  manner  of  reporting  results  we  are  unable  to 
tell  how  many  cases  of  the  four  divisions  mentioned  are  in  a  given 
series,  thus  the  report  is  rendered  valueless  from  a  clinical  standpoint. 

Summary : 

It  is  doubtful  if  cancer  of  the  uterus  is  more  prevalent  at  the  pres- 
ent time  than  in  past  periods,  though  its  recognition  is  more  general. 
Too  little  attention  is  paid  to  its  genesis. 

Its  early  recognition  is  difficult  and  can  only  be  discovered  through 
the  use  of  the  microscope. 

It  is  generally  in  an  advanced  stage  when  referred  to  the  surgeon 
for  treatment. 

A  clinical  division  for  such  process  should  be  adopted. 

The  following  division  will  meet  all  practical  requirements : 

Primary  or  stage  of  incipiency. 

Secondary  or  stage  of  infiltration. 

Tertiary  or  stage  of  lymphatic  infection. 

Quatenary  or  stage  of  adnexal  and  systemic  infection. 

The  selection  of  surgical  measures  depends  upon  the  stage  of  the 
disease. 

The  high  amputation  by  galvano-cautery  is  the  best  method  when 
the  infection  is  confined  to  the  cervix. 

When  the  disease  is  confined  to  the  uterus  or  with  but  slight  en- 
croachment beyond,  hysterectomy  is  called  for;  when  all  the  pelvic 
organs  are  involved  it  is  better  to  adopt  palliative  measures  only. 


TO  CONTRIBUTORS  AND  SUBSCRIBERS. 

Articles  and  letters  for  publication,  books  and  articles  for  reviews,  exchanges,  and  com- 
munications in  regard  to  the  editorial  management,  should  be  addressed  to  Dr.  J.  Duncan 
Emmet,  91  Madison  avenue,  New  York  City. 

Communications  in  regard  to  subscriptions  should  be  addressed  to  Dr.  J.  Duncan  Emmet, 
91  Madison  avenue,  New  York.  Remittances  may  be  made  by  check,  money-order,  draft,  or 
registered  letter. 

Communications  in  regard  to  advertisements  should  be  addressed  to  Dr  J.  Duncan  Emmet, 
91  Madison  avenue,  New  York. 

Authors  desiring  reprints  can  procure  the  same  by  filling  out  thb  blank  form  which 

ACCOMPANIES  THE  AUTHOR'S  PROOF.      THE  PROOF  SHOULD  BE  RETURNED  WITHIN  TWO  DAYS. 

Each  contributor  will  be  supplied  with  a  number  of  copies  of  the  Journal  on  application. 
Photo-engravings  will  be  furnished  free  of  cost  if  proper  drawings  or  negatives  are  provided, 
and  electrotypes  or  engravings  will  be  furnished  at  cost. 

Alterations  in  the  proof  will  be  charged  to  authors  at  the  rate  of  sixty  cents  an  hour,  this 
being  the  expense  that  the  Journal  incurs  by  such  changes. 

Hereafter,  we  will  present,  post-paid,  on  request,  to  each  Contributor  of  an 
Original  Article  twenty  (20)  copies  of  the  JOURNAL  containing  such  article 
in  lieu  of  separate  reprints. 

If  reprints  are  desired  they  will  be  furnished  to  the  author  at  cost  price. 
If  extra  copies  of  the  JOURNAL  are  desired  same  will  be  furnished  at  35 
cents  each. 


EDITORIAL. 


THE  THERAPEUTIC  FORUM— AN  EXPERIMENTAL  FAIL- 
URE. 


When  we  added  this  department  to  The  Journal  two  years  ago 
we  explained  to  our  readers  at  length  our  purpose  in  its  establishment 
— what  we  would  endeavor  to  make  it  and  hoped  it  would  become — 
and  the  abuses  (whose  possibility  and  danger  we  fully  recognized) 
from  which  we  promised  to  preserve  it.  We  personally  guaranteed 
that  all  discussion  of  drugs  and  other  therapeutic  agents  finding  space 
within  its  columns  should  be  independent  criticism  by  reputable  physi- 
cians only  and  that  no  article  would  be  accepted  from  any  source  di- 
rectly or  indirectly  connected  with  the  manufacture  of  any  advertised 
preparation.    We  have  literally  kept  this  promise. 

We  hoped,  therefore,  that  the  profession  at  large,  as  represented  by 
our  subscribers,  recognizing  the  feasibility  of  these  conditions  would 
accept  the  purpose  of  The  Therapeutic  Forum,  as  set  forth,  and  would 
respond  to  our  request  to  send  us  without  individual  solicitation  the 
sum  of  their  personal  experiences,  especially  with  the  newer  and  less 
known  preparations.  This  was  for  the  benefit  of  themselves  through 
evoked  discussions  and  for  that  of  other  medical  men  whose  oppor- 
tunities left  them  without  knowledge  of  the  actual  merits  of  drugs 
whose  vaunted  superiority  is  daily  presented  to  us  only  from  the  con- 
fessedly interested  source  of  the  manufacturer.  If  the  profession  had 
accepted  The  Therapeutic  Forum  in  the  broad  and  liberal  spirit  in 
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which  we  presented  it,  there  is  no  question  that  it  would  have  been  of 
exceeding  advantage  to  themselves. 

While  we  asserted  that  our  primary  and  main  purpose  was  the 
benefit  of  physicians  we  at  the  same  time  pointed  out  the  benefit  which 
the  manufacturers  would  derive  and  justly  derive  from  this  De- 
partment, wherein  their  preparations  would  be  criticised  from  an 
undoubtedly  disinterested  source  and  their  merits  as  well  as  their 
demerits  set  forth  with  equal  freedom.  The  manufacturers  them- 
selves know  the  disadvantage  under  which  they  labor  from  the  neces- 
sity of  vaunting  personally  and  from  an  evidently  prejudiced  source 
the  value  of  their  wares.  Naturally  they  would  welcome  a  medical 
forum,  over  which  they  could  exercise  no  control  and  which  would 
therefore  secure  the  confidence  of  the  profession.  For  it  is  equally 
valuable  to  the  manufacturer  that  the  worst  should  be  proved  against 
the  efficiency  of  his  drugs  as  that  the  best  should  be  authoritatively 
stated.  Actual  experience  will  sooner  or  later  establish  the  real 
status,  on  its  merits,  of  every  new  preparation  and  it  is  clearly  to  the 
profit  of  the  manufacturer  to  know  its  faults  and  to  correct  them  or  to 
have  its  limitations  defined  before  he  has  sunk  a  larger  sum  than  the 
final  verdict  of  medical  opinion  would  warrant. 

Finally,  such  an  acceptance  and  use  of  The  Therapeutic  Forum  by 
medical  men,  as  we  have  outlined,  would  eventually  place  the  manu- 
facture and  sale  of  all  medical  preparations  effectively  under  the  control 
of  the  profession,  where  it  belongs;  for  no  manufacturer  would  then 
dare  to  continue  the  advertisement  and  sale  of  any  preparation  which 
had  failed  to  receive  an  authoritative  endorsement  commensurate  with 
its  claims.  At  present,  as  we  know,  we  have  no  control  whatsoever 
over  the  advertisement,  however  extravagant,  and  sale  of  any  prepa- 
ration. 

Here  again  we  proposed  another  step  in  the  union  of  the  pro- 
fession and  its  action  in  its  corporate  capacity — in  the  eventual  realiza- 
tion of  which  our  every  hope  has  been  centered  and  toward  which  our 
every  effort  has  been  strained. 

From  the  very  beginning  we  determined  that,  when  we  should  be- 
come convinced  that  the  profession  would  not  accept  this  Department 
in  the  spirit  in  which  we  offered  it,  nor  extend  to  it  confidence,  despite 
our  guarantee  that  its  judgment  was  independent  and  its  criticisms 
unbiased  so  far  as  the  manufacturers  were  concerned — a  confidence 
without  which  it  could  have  no  raison  d'etre — we  would  stop  it.  We 
further  determined  that  whenever  any  of  our  advertisers  should  use 
the  opportunity  we  offered  for  an  independent  criticism  of  their  wares 
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in  an  unwarrantable  and  unethical  manner  that  the  usefulness  of  the 
Forum  would  be  at  an  end.  Very  lately  such  a  case  was  brought  to 
our  notice  of  the  most  flagrant  kind.  For  some  months  one  of  our 
advertisers  (whom  we  will  not  further  advertise  by  naming)  has  been 
circulating,  naturally  without  our  knowledge  or  consent,  an  excerpt 
from  The  Therapeutic  Forum  containing  an  article  upon  the  prepara- 
tion in  question,  bound  with  an  exact  reproduction  of  the  cover,  in 
miniature,  of  The  American  Gynecological  and  Obstetrical 
Journal.  Unless  this  company  make  prompt  and  satisfactory  repara- 
tion, by  means  of  an  announcement  individually  to  all  medical  men  to 
whom  these  pamphlets  have  been  sent,  we  have  directed  our  attorney 
to  enter  suit  for  infringement  of  copyright  and  will  seek  redress  to 
the  fullest  extent  of  the  law. 

The  profession  generally  has  not  availed  itself  of  The  Therapeutic 
Forum  and  has  only  in  isolated  cases  sent  unsolicited  contributions. 
While  all  articles  have  been  written  by  medical  men  in  good  standing 
and  have  represented  the  independent  opinion  of  their  writers  who 
received  no  compensation  therefor,  they  have  not,  with  exceptions,  been 
spontaneous.  And  it  is  this  spontaneous  endorsement  by  the  pro- 
fession which  alone,  in  our  opinion,  can  justify  the  existence  of  the 
Forum. 

We  believe,  therefore,  that  both  the  cases  which,  as  we  have  said, 
were  to  terminate  the  existence  of  this  Department  have  arrived.  With 
this  number  of  the  Journal  the  Department  of  The  Therapeutic 
Forum  appears  for  the  last  time. 
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CORRESPONDENCE. 
ACUTE  INVERSION  OF  THE  UTERUS. 

Chicago,  January  20,  1900. 
Editor  of  the  American  Gynaecological  and  Obstetrical  Journal: 

Sir:  In  the  January  number  of  the  American  Gynaecological 
and  Obstetrical  Journal  I  read  with  great  interest  the  report  of 
Prof.  Lapthorn  Smith  on  acute  inversion  of  the  uterus. 

This  accident  has  occurred  to  me  once  in  my  quite  extended  obstet- 
rical experience  and  I  hereby  report  the  case,  hoping  it  possesses 
enough  intrinsic  value  to  merit  its  publication. 

The  patient  was  a  primaparse,  twenty-four  years  of  age,  and  had 
been  thirty-six  hours  in  labor,  under  the  care  of  a  midwife. 

On  being  called  I  made  a  careful  digital  examination  and  found  a 
right  occipito-posterior  presentation.  She  was  exhausted,  and  the 
pains  of  that  fitful  character  which  I  have  found  to  be  quite  constant  in 
occipito-posterior  presentations. 

After  determining  the  presentation  and  noting  the  condition  of  the 
patient,  I  advised  the  use  of  forceps  and  obtained  the  ready  consent 
of  the  patient  and  husband. 

The  delivery  was  not  a  difficult  one,  and  was  accomplished  under 
chloroform. 

One-half  hour  after  delivery  of  the  child  I  proceeded  to  deliver  the 
placenta  by  Crede's  method,  supplemented  by  slight  traction  on  the 
cord.  The  placenta  was  delivered  without  much  difficulty,  and  firm 
contractions  secured  by  external  pressure  on  the  fundus,  which  was 
felt  through  the  abdominal  walls  as  a  firm,  round  mass. 

The  midwife  then  called  me  to  an  adjoining  room  to  give  some 
directions  about  the  care  of  the  child.  The  woman  then  seemed  to 
be  in  good  physical  condition. 

Some  minutes  later  I  returned  to  my  patient  and  noticed  that  her 
features  presented  a  pinched  appearance,  that  her  lips  were  pale,  and 
her  body  covered  with  a  profuse  perspiration.  On  further  examina- 
tion I  found  an  excessive  haemorrhage,  and,  on  placing  my  hand  on 
her  abdomen,  that  the  fundus  showed  a  concavity  where  there  had 
previously  been  a  firm  convex  surface.  Putting  my  hand  in  her  vagina 
I  found  a  complete  inversion  of  the  uterus,  the  fundus  presenting  a 
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rounded  body  close  to  the  vulva  and  a  pear-shaped  body  with  its  apex 
upward,  filling  the  entire  vagina. 

Owing  to  flaccidity  of  the  abdominal  walls,  the  diagnosis  presented 
no  difficulty,  and  I  took  immediate  steps  for  its  reduction.  This  I  accom- 
plished by  seizing  the  fundus  uteri  with  my  right  hand  and  making 
firm  pressure  upward,  at  the  same  time  making  counter  pressure 
through  the  abdominal  wall  with  my  left  hand. 

The  reduction  was  accomplished  in  a  few  minutes,  despite  the  fact 
that  the  cervix  had  so  contracted  as  to  make  a  small  ring  at  the  junc- 
tion of  the  vagina  and  cervical  portion  of  the  uterus. 

In  this  case  the  inversion  did  not  occur  at  the  time  of  delivery  of 
either  the  child  or  the  placenta,  and  not  until  after  I  had  secured  firm 
contractions  of  the  uterine  body. 

In  this  respect  this  case  differs  from  most  of  the  reported  cases, 
still  I  am  convinced  it  would  not  have  occurred  had  it  not  been  from 
the  exhaustion  of  a  protracted  labor,  the  use  of  chloroform  in  the  de- 
livery, and  the  early  delivery  of  the  placenta. 

The  woman  made  a  prompt  recovery  and  did  not  present  a  rise 
of  temperature  above  99°  F.  at  any  time  during  her  convalescence. 
Still,  at  the  time,  the  evidence  of  collapse  was  very  marked,  and  caused 
me  a  great  deal  of  anxiety. 

E.  D.  Smith,  Ph.C,  M.D. 

306  Division  Street. 
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Tuttle's  Diseases  of  Children.  A  Manual  for  Students  and  Practi- 
tioners. By  George  M.  Tuttle,  M.D.,  Attending  Physician  to 
St.  Luke's  Hospital,  Martha  Parsons'  Hospital  for  Children,  Be- 
thesda  Foundling  Asylum,  etc.,  St.  Louis,  Mo.  i2mo.  volume  of 
374  pages,  with  5  colored  plates.  Lea  Brothers  &  Co.,  Philadel- 
phia and  New  York. 

This  text-book,  belonging  to  the  series  edited  by  Bern  B.  Gallaudet, 
is  somewhat  larger  than  the  old  form  of  "quiz-compend" ;  it  is  long 
enough  to  be  of  value  as  a  practical  work  to  physicians  and  brief 
enough  to  be  available  for  ready  reference.  The  arrangement,  head- 
ing of  paragraphs,  and  judicious  use  of  a  few  italics  enable  one  to  grasp 
the  salient  points  quickly  and  easily.  The  book  is  up-to-date,  and  the 
chapters  on  the  care  of  infants  and  in  particular  upon  infant-feeding 
are  especially  full  and  commendable.  With  a  few  exceptions,  it  was 
evidently  not  the  author's  intention  to  treat  of  surgical  diseases;  there 
is  little  or  nothing  upon  a  number  of  surgical  subjects  that  might 
properly  be  included  in  a  book  upon  children's  diseases,  and  ortho- 
paedic surgery  is  almost  ignored;  and  it  seems  rather  a  pity  that  this 
should  be  so  in  a  book  that  is  otherwise  so  comprehensive. 

The  Surgical  Diseases  of  the  Genito-Urinary  Tract,  Venereal  and 
Sexual  Diseases.  By  G.  Frank  Lydston,  M.D.,  Professor  of  the 
Surgical  Diseases  of  the  Genito-Urinary  Organs  and  Syphilology 
in  the  Medical  Department  of  the  State  University  of  Illinois,  Pro- 
fessor of  Criminal  Anthropology  in  the  Kent  College  of  Law, 
Surgeon-in-Chief  to  the  Genito-Urinary  Department  of  the  West 
Side  Dispensary,  etc.  The  F.  A.  Davis  Co.,  Publishers,  Philadel- 
phia, New  York,  Chicago.  1899. 

This  is  a  very  good  and  complete  book  for  student  or  practitioner, 
including  as  it  does  all  surgical  diseases  of  the  genito-urinary  tract  and 
of  the  sexual  organs,  as  well  as  chapters  upon  surgical  urinalysis, 
functional  sexual  diseases,  and  sexual  psychopathy.  The  text  is  illus- 
trated by  well  chosen  cases  but  not  burdened  with  useless  repetitions 
nor  with  long  descriptions  of  valueless  and  obsolete  ideas  and  methods. 
As  a  practical  and  straightforward  text-book  it  is  a  clear  and  valu- 
able guide,  its  usefulness  being  enhanced  by  many  pertinent  and  help- 
ful illustrations.  The  author  says  that  he  has  taken  the  opportunity 
to  combine  with  the  accepted  teachings  a  few  heresies  of  his  own; 
among  other  things  he  believes  that  the  germs  of  gonorrhoea  and 
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chancroid  may  develop  de  novo  from  the  innocuous  germs  of  the  gen- 
ital organs  if  various  filthy  conditions  furnish  them  with  the  right 
pabulum.  Such  "heresies"  are  not  especially  dangerous,  and  may  be 
true;  and  so  long  as  a  writer  does  not  go  too  far  afield  he  is  only  to 
be  commended  for  having  ideas  of  his  own  and  his  book  would  seem 
to  be  the  proper  place  to  put  them. 

The  Modern  Treatment  of  Wounds.  By  John  E.  Summers,  Jr., 
M.D.,  Surgeon-in-Chief  to  the  Clarkson  Memorial  Hospital;  At- 
tending Surgeon  Douglas  County  Hospital;  formerly  Professor 
of  the  Principles  and  Practice  of  Surgery  and  Clinical  Surgery, 
Omaha  Medical  College;  ex-president  of  the  Western  Surgical  and 
Gynaecological  Association,  the  Nebraska  State  Medical  Society, 
and  the  Omaha  Medical  Society.  Medical  Publishing  Company, 
Publishers,  Omaha.  1899. 

This  book  discusses  the  treatment  of  wounds  in  the  most  compre- 
hensive sense  of  the  term.  It  is  simple,  practical  and  concise ;  in  gen- 
eral too  concise  for  anything  but  a  guide,  as  the  writer  contents  him- 
self with  merely  indicating  the  operative  measures  to  be  taken  in  a 
given  case.  In  the  matters  of  surgical  technique  in  the  care  of  wounds, 
dressings,  asepsis  and  antisepsis,  and  in  the  description  of  non-opera- 
tive measures,  it  is  full,  clear  and  practical.  It  gives  evidence,  as  the 
author  claims  for  it,  of  being  the  result  of  positive  personal  experi- 
ence, rather  than  of  theoretical  considerations. 

The  Auto-Intoxications  of  Pregnancy.  By  Dr.  Bouffe  de  Saint- 
Blaise,  Accoucheur  to  the  Hospitals  of  Paris.  '  J.  B.  Bailliere  et 
Fils,  Paris.  1899. 

The  writer  regards  the  organism  as  a  manufactory  of  poisons,  the 
normal  performance  of  its  functions  depending  upon  the  integrity  of 
the  organs  designed  to  protect  it  against  these  internal  enemies.  Dur- 
ing pregnancy  these  auto-intoxications  which  exist  in  the  normal  state 
are  augmented  for  various  reasons,  while  there  very  likely  exist  cer- 
tain special  poisons  as  causes  of  the  untoward  symptoms  that  particu- 
larly characterize  pregnancy.  These  retained  poisons  are  probably 
various  or  behave  differently  in  different  individuals,  since  one  notes 
such  dissimilar  manifestations  as  cephalalgia  and  ptyalism,  uncontroll- 
able vomiting  and  eclamptic  seizures.  None  of  these  accidents,  how- 
ever, occur  if  only  the  "organs  of  defense"  functionate  sufficiently; 
and  the  rational  treatment  of  these  auto-intoxications  is  of  course  to 
allow  these  poisons  as  little  entrance  as  possible  and  to  expel  them 
as  much  as  possible. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  January  4,  1900. 
The  President,  Charles  P.  Noble,  M.D.,  in  the  Chair. 
Anencephalic  Monsters:    Report  of  a  Case. 
By  H.  C.  Largeman,  M.D.     (By  invitation.) 

(See  page  104.) 
Dystochia  due  to  an  Anencephalic  Monster. 
By  George  M.  Boyd,  M.D. 
(See  page  97.) 
Omphalocele:    Report  of  a  Case. 
By  W.  Reynolds  Wilson,  M.D. 
(See  page  100.) 
Discussion. 

Dr.  E.  L.  Montgomery  :  The  specimen  presented  by  Dr.  Wilson 
recalls  my  experience  in  the  Philadelphia  Hospital  when  a  resident 
physician  in  that  institution.  A  girl  came  under  my  observation  ille- 
gitimately pregnant.  The  delivery  was  a  head  presentation,  and  the 
shoulders  and  body  were  delivered  with  considerable  difficulty.  When 
the  feet  and  lower  extremities  were  delivered  the  abdomen  hugged 
closely  the  vulva.  I  supposed  we  had  to  do  with  a  short  cord.  Pass- 
ing my  finger  in  at  the  side  of  the  mass,  which  I  supposed  part  of  the 
placenta,  I  found  it  was  an  umbilical  hernia,  and,  following  it  up,  my 
finger  came  in  contact  with  the  abdomen  of  another  child.  The  sec- 
ond child  was  delivered  by  the  feet,  and  the  two  children  were  found 
to  be  united  by  a  band  at  the  umbilicus  four  or  five  inches  in  length. 
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On  subsequent  dissection  it  was  found  that  into  this  hernia  there 
passed  from  the  umbilicus  of  each  foetus  the  small  intestine,  to  form  one 
common  colon.    Both  children  were  males  and  formed  an  exceedingly 
interesting  specimen. 
Official  Transactions. 

Frank  W.  Talley, 

Secretary. 


TRANSACTIONS    OF    THE    NEW    YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  December  12,  1899. 

The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Placenta  Prcezria:  Sudden  Death  from  Hcemorrhage  at  Fourth  Month 

of  Gestation. 

Dr.  J.  Clifton  Edgar:  I  am  indebted  to  Deputy  Coroner  Philip 
P.  O'Hanlon  for  the  specimen  and  history  of  the  case,  and  to  Dr.  Ed- 
mund P.  Shelley  for  the  report  of  the  autopsy. 

Previous  History. — M.  E.,  age  38;  pregnant  for  the  fourth  time; 
no  history  of  miscarriages;  was  at  the  time  of  her  death  living  in 
Stanton  Street  with  her  second  husband. 

From  the  statement  of  relatives  it  was  learned  that  the  woman  had 
enjoyed  good  health  until  November,  1898,  at  which  time  she  had  con- 
tracted a  "cold,"  became  anremic,  lost  weight,  and  suffered  from  a 
troublesome  cough. 

At  no  time  did  the  woman  consider  herself  seriously  ill,  and  con- 
tinued to  attend  to  her  household  duties,  although  one  relative  stated 
that  the  woman  in  the  last  few  months  of  her  life  "looked  like  a  con- 
sumptive." 

History  of  the  Attack. — Upon  New  Year's  Eve,  December  31st, 
1898,  the  woman  drank  two  or  three  glasses  of  punch  in  company 
with  her  husband  and  friends,  being,  according  to  the  husband's  state- 
ment, in  her  usual  health,  and  retired  to  bed  about  1.30  A.M.  upon  New 
Year's  Day.  The  husband  states  that  coitus  took  place  about  1.45 
A.M.,  and  further  that  his  wife  awoke  between  3  and  4  A.M.  with  an 
intense  desire  to  pass  water. 
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Upon  the  patient  leaving  her  bed  and  sitting  upon  the  vessel  a 
sudden  and  profuse  haemorrhage  from  the  vagina  occurred.  The 
patient  then  returned  to  her  bed  without  assistance,  complaining  to 
her  husband  of  feeling  very  weak.  The  house-keeper,  who  was  called 
in  at  the  time,  states  that  only  some  slight  oozing  occurred  upon  the 
patient's  return  to  bed.  At  6  A.M.  the  patient  was  allowed  to  leave 
her  bed  for  a  second  time  to  pass  her  water,  and  upon  sitting  upon 
the  vessel  a  second  profuse  haemorrhage  from  the  vagina  took  place. 

The  patient  was  then  assisted  back  to  bed,  and  was  found  shortly 
afterward  to  have  died.  The  house-keeper  states  that  after  the  second 
hemorrhage  the  vessel  contained  a  large  quantity  of  thick  and  clotted 
blood. 

Autopsy. — Performed  January  38,  1899,  forty-eight  hours  after 
death,  body  having  been  kept  on  ice.  Brain. — Not  examined,  family 
objecting.  Heart. — Pericardium,  endocardium,  cavities  and  aorta 
normal ;  some  thickening  of  mitral  valves ;  walls  pale  and  soft.  Lungs. 
— Left  lung  showed  chronic  pleurisy  at  apex,  with  nodular  surface,  and 
chronic  tubercular  infiltration  of  upper  lobe.  Bronchial  tubes  contained 
pus.  Right  lung  showed  pleuritic  adhesions  at  apex,  and  tubercular 
bronchopneumonia  in  upper  lobe.  Bronchial  glands  enlarged  and  pig- 
mented, some  of  them  being  tubercular.  Both  lungs  showed  consider- 
able increase  in  connective  tissue  in  the  upper  lobes.  Abdomen — Shows 
signs  of  inflammation  around  spleen  and  between  liver  and  stomach. 
Vermiform  appendix  normal.  Spleen — Weighs  seven  ounces.  Capsule 
thin  and  covered  with  small  white  bodies  which  look  like  tubercles;  is 
adherent  to  diaphragm  in  places.  Kidneys. — Right,  five  ounces;  left, 
eight  ounces;  both  show  areas  of  interstitial  nephritis.  Adrenals. — 
Normal.  Intestines. — Show  small  pseudo-tubercles  over  serous  sur- 
face of  the  rectum.  Stomach. — Microscopically  normal.  Liver. — 
Weighs  three  pounds;  cirrhotic,  fatty  infiltration  and  anaemic.  Gall- 
bladder.— Empty.  Common  duct  open.  Bladder. — Contained  one 
ounce  of  turbid  urine.  Uterus. — Tubes  and  ovaries  normal.  Walls 
thickened,  cavity  enlarged. 

Uterus  measures  6  inches  by  5  inches  by  4  inches,  contains  unrup- 
tured ovum  corresponding  to  about  the  sixteenth  week  of  gestation, 
the  placenta  being  situated  in  the  lower  uterine  segment,  its  lower 
margin  resting  over  but  not  attached  to  the  internal  os. 

Haemorrhage  from  placenta  praevia  before  the  seventh  month  is 
not  usually  severe.  Of  128  deaths  collected  by  Mueller,  none  occurred 
before  the  seventh  month.    Occasional  cases  of  alarming  haemorrhage 
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during  the  first  six  months  have  been  reported,  however,  and  one  fatal 
case  at  the  fourth  month. 

Fibrocystoma  of  Ovary. 

Dr.  A.  B.  Tucker  :  The  specimen  is  a  fibrocystoma  of  the  left 
ovary,  removed  from  a  woman  about  sixty  years  old.  She  had  noticed 
the  growth  for  a  number  of  years,  but  until  lately  it  had  not  given  her 
much  inconvenience.  For  the  last  three  months  she  has  not  been 
able  to  hold  her  urine,  and  it  dribbled  constantly.  Upon  opening  the 
abdomen  I  found  the  growth  firmly  embedded  in  the  pelvis,  the  long 
diameter  of  the  tumor  being  at  right  angles  to  the  axis  of  the  pelvis. 
The  dimensions  of  the  tumor  are  20  cm.  in  length,  8  cm.  in  breadth, 
and  5  cm.  in  thickness. 

The  patient  did  very  well  until  from  thirty-six  to  forty  hours  after 
operation,  when  her  heart  began  to  fail,  and  in  spite  of  all  efforts  she 
died.    Her  temperature  was  never  higher  than  99.2  degrees. 

Discussion. 

Dr.  J.  E.  Janvrin  :  The  term  "heart  failure"  has  always  been 
misleading  and  unsatisfactory.  It  seems  to  me  that  there  should  be 
some  direct  cause  for  heart  failure  in  every  instance  in  which  it  occurs, 
pneumonia,  typhoid  or  any  other  disease.  Although  used  to  cover  a 
multitude  of  conditions,  there  must  always  be  some  primary  condition 
which  causes  it.  In  this  case  the  question  is,  what  caused  the  heart 
failure?  It  was  not  loss  of  blood,  for  the  doctor  states  that  this  was 
insignificant. 

Dr.  A.  B.  Tucker:  I  came  to  the  conclusion  that  the  tumor  had 
cut  off  the  blood-supply  by  pressure.  The  patient  had  complained 
of  cold  feet.  The  lower  venous  circulation  was  greatly  distended, 
as  if  the  vessels  were  overcharged.  If  I  ever  have  another  such  case 
I  will  certainly  keep  the  lower  extremities  of  the  patient  firmly  band- 
aged for  several  days  after  the  operation. 

Dr.  E.  H.  Grandin  :  If  the  patient  was  fat  there  is  no  reason  why 
you  should  not  think  that  she  had  what  is  called  by  the  vague  term 
"fatty  heart."  In  the  absence  of  any  evidence  of  sepsis  in  the  case, 
I  question  if  the  patient  might  not  have  died  without  operation.  From 
what  I  am  told  by  those  familiar  with  cardiac  disease,  these  patients 
have  a  lesion  which  cannot  be  diagnosticated  during  life.  So  far  I 
have  had  two  cases  in  which  I  could  account  for  death  in  no  other  way. 
Both  patients  were  very  stout  women  in  whom  one  would  expect  to 
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find  a  fatty  heart.  I  think  Dr.  Tucker's  explanation  is  rather  hypo- 
thetical. His  patient  lived  for  more  than  thirty-six  hours  after  the 
operation.  If  death  was  due  to  the  sudden  release  of  pressure  on  the 
blood-vessels,  it  would  have  occurred  sooner.  I  offer  this  as  a  sug- 
gestion, not  as  a  criticism. 

Dr.  A.  B.  Tucker  :  I  forgot  to  mention  that  up  to  thirty-six  hours 
after  the  operation  I  caused  the  woman's  lower  extremities  to  be  ele- 
vated in  order  to  keep  as  much  blood  as  possible  near  the  heart.  It 
was  soon  after  the  extremities  were  lowered  that  death  occurred.  This 
is  one  of  the  points  upon  which  I  based  my  opinion  as  to  the  cause  of 
death. 

Adenoma  of  the  Thyroid:  Removal. 

Dr.  William  M.  Polk:  This  specimen  is  an  adenoma  of  the 
thyroid  gland,  one-half  of  which  I  removed  six  weeks  ago.  It  is  in- 
teresting because  the  gland  was  developed  from  two  separate  centers, 
this  enlargement  being  to  the  left  and  another  to  the  right  of  the 
trachea.  It  had  developed  to  such  an  extent  and  was  so  bound  down 
by  the  cervical  fascia  that  it  not  only  had  displaced  the  trachea  three- 
quarters  of  an  inch  to  the  right  of  the  median  line,  but  had  entered 
beneath  the  notch  of  the  sternum.  I  experienced  little  difficulty  in 
removing  this  half.  It  had  no  connection  with  the  other  side.  Enu- 
cleation was  done  by  cutting  through  the  envelope,  and  but  a  trifling 
amount  of  blood  was  lost.  The  patient  has  had  a  good  deal  of  tachy- 
cardia prior  to  the  operation  and  for  a  time  immediately  following  it. 
She  was  put  upon  thyroid  extract  after  the  operation,  but  not  before 
as  it  was  inferred  that  the  enlargement  of  the  gland  had  produced 
an  excess  of  thyroid  secretion,  and  that  she  was  getting  too  much 
of  it.  When  it  was  seen  that  the  tachycardia  became  more  pronounced 
after  the  operation,  thyroid  extract  was  administered  and  with  a  suc- 
cessful result. 

The  tumor  on  the  right  side,  which  was  small,  showed  the  usual 
diminution  after  the  removal  of  the  opposite  half.  The  woman's  voice, 
which  had  been  affected,  was  restored,  and  respiration  was  no  longer 
interfered  with.  There  had  been  a  good  deal  of  dyspnoea  and  hoarse- 
ness due  to  pressure  on  the  recusant  laryngeal  nerve.  The  subsequent 
course  of  the  case  has  been  gratifying,  and  the  woman's  health  is  now 
in  a  practically  normal  state. 

In  this  case  it  is  interesting  to  note  the  effect  of  the  removal  of 
the  thyroid  gland  upon  menstruation.     Prior  to  operation  menstrua- 


The  New  York  Obstetrical  Society. 


141 


tion  had  been  rather  in  check,  but  since  then  it  has  become  more  nor- 
mal. The  first  menstruation  was  rather  profuse,  and  the  second  prac- 
tically normal. 

Discussion. 


Dr.  Grandin  :  It  has  been  claimed  by  some  gynaecologists  that 
thyroid  extract  is  a  good  thing  to  check  profuse  menstruation;  but 
here  we  have  a  case  in  which  removal  of  the  thyroid  gland  has  a  simi- 
lar effect.    This  sounds  like  a  paradox. 

Dr.  Polk  :  I  was  one  of  those  who  made  investigations  into  the 
use  of  thyroid  extract,  and  I  rather  think  that  the  effect  of  the  remedy 
depends  largely  upon  the  size  of  the  dose.  In  my  case  the  woman 
had  too  much  thyroid  before  operation,  and,  in  consequence,  all  her 
processes  were  interfered  with.  After  removal  of  the  larger  part  of 
the  thyroid  she  gradually  got  the  normal  amount  of  the  secretion  and 
the  processes  returned  to  a  normal  state,  when  the  remedy  was  stopped. 

I  may  say,  however,  that  there  are  many  contradictory  points  in 
connection  with  the  use  of  thyroid  extract,  and  I  am  not  at  all  sure 
that  it  is  going  to  do  all  that  is  claimed  for  it. 

Myomectomy  for  Fibrous  Disease  of  the  Uterus. 

Dr.  Polk  :  This  second  specimen  has  some  bearing  upon  a  ques- 
tion which,  I  believe,  is  of  some  interest  to  us  all,  i.  e.,  the  propriety 
of  myomectomy  in  contradistinction  to  removal  of  the  uterus  in  cases 
of  fibrous  disease  of  the  uterus.  This  tumor  was  removed  from  a 
woman  35  years  of  age,  who  had  been  under  observation  at  Belle vue 
Hospital.  It  was  attached  to  the  posterior  surface  of  the  uterus,  and 
the  attachment  was  such  that  I  felt  sure  it  could  easily  be  enucleated. 
This  I  did  without  difficulty,  treating  the  case  in  the  usual  way  by 
stitching  the  peritoneum  over  the  raw  surface  and  thus  controlling  the 
bleeding. 

Objection  has  been  made  to  this  operation  on  account  of  the  mor- 
tality which  has  followed  it.  It  seems  to  me  that  this  can  be  wholly 
obviated  if  drainage  is  employed  in  all  of  these  cases.  If  the  field  of 
operation  is  aseptic  the  patient  will  recover.  It  is  not  always  pos- 
sible to  provide  for  drainage  in  the  direction  of  the  canal,  but  good 
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drainage  can  always  be  obtained  by  means  of  an  anterior  or  posterior 
vaginal  incision.  Myomectomy  done  during  pregnancy — at  the  sev- 
enth or  eighth  month — is  much  better  borne  than  during  the  non-preg- 
nant state.  This  is  explained  by  the  fact  that  in  pregnancy  asepsis  is 
absolutely  secure  from  both  ends  of  the  field — patient  and  operator — 
for  the  condition  of  the  site  of  removal  precludes  infection.  In  the 
non-pregnant  state  there  is  always  the  danger  of  infection  from  the 
uterine  canal.  We  are  also  compelled  to  admit  that  there  are  instances 
in  which  the  infecting  element  will  penetrate  tissues  although  we  may 
not  have  entered  the  uterine  canal  itself,  such  tissues  being  in  a  con- 
dition of  paralysis  so  far  as  the  active  processes  of  nutrition  are  con- 
cerned, and  phagocytosis  because  of  traumatism.  Therefore  it  is  wise 
to  provide  drainage  in  these  cases.  It  is  a  very  simple  matter  to  make 
an  incision  in  the  posterior  vaginal  wall,  as  was  done  in  this  case, 
or  in  the  anterior  vaginal.  By  so  doing  we  can  perform  myomectomy 
as  safely  as  hysterectomy,  and  I  think  the  former  operation  is  prefer- 
able in  proper  cases. 

Discussion. 

Dr.  Bache  McE.  Emmet:  Although  I  did  not  hear  all  of  the 
paper,  I  would  like  to  ask  why  it  would  not  have  been  wise  to  make 
drainage  directly  into  the  uterine  canal  instead  of  making  an  incision 
into  the  vagina.  Each  surface  from  which  a  myoma  may  have  been 
removed  could  be  made  to  connect  with  the  uterine  canal  and  irriga- 
tion could  be  established  if  drainage  proved  insufficient.  I  do  not 
know  whether  this  has  ever  been  done — it  simply  occurred  to  me  that 
this  would  be  the  most  natural  channel  through  which  to  make 
drainage. 

Dr.  Ralph  Waldo:  It  seems  to  me  that  Dr.  Polk  has  suggested 
a  procedure  here  which  everyone  must  agree  is  very  necessary  and  very 
simple  in  certain  instances,  but  he  has  let  it  go  with  the  word  "drain- 
age." There  are  I  do  not  know  how  many  opinions  in  regard  to 
drainage  and  methods  of  drainage.  Personally,  I  am  in  favor  of  drain- 
ing from  below.  I  bring  up  this  subject  because  I  would  like  to  have 
Dr.  Polk  describe  how  he  drains,  anteriorly  and  posteriorly,  whether 
he  uses  gauze  or  not,  and  how  long  he  leaves  it  in. 

Dr.  Grandin  :  I  suppose  that  we  all  agree  that  in  cases  in  which 
only  one  tumor  exists  myomectomy  is  preferable  to  hysterectomy  in 
women  who  have  not  reached  the  menopause.    That  question,  I  think, 
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is  settled.  I  wish,  however,  that  Dr.  Polk  would  tell  us  what  in  his 
opinion  are  the  limitations  of  the  operation.  In  cases  in  which  the 
uterus  contains  three  or  four  fibroids  the  objection  to  myomectomy 
is  that  it  is  of  very  little  use.  If  the  operator  is  satisfied  with  taking 
out  several  of  the  tumors  the  probability  is  that  the  patient  will  de- 
velop more  fibroids  in  the  stump  of  the  uterus  before  she  has  reached 
the  menopause.  This  is  a  vital  question.  The  question  is  whether 
Dr.  Polk  would  counsel  doing  this  operation  in  cases  in  which  there 
are  several  tumors.  It  is  possible  that  the  procedure  is  not  more 
difficult  than  hysterectomy,  although  it  carries  a  worse  prognosis,  be- 
cause the  operation  must  be  protracted,  and  it  is  found  clinically  that 
women  with  fibroids  rarely  have  normal  hearts,  and,  therefore,  opera- 
tion should  be  shortened  as  far  as  is  feasible. 

Dr.  Polk  :  These  are  all  very  interesting  queries.  Dr.  Grandin's 
being  the  most  important,  I  will  begin  with  his.  I  realize  that  the 
question  of  myomectomy  versus  hysterectomy  is  one  of  the  live  ques- 
tions in  our  department  to-day.  One  of  the  most  interesting  discus- 
sions at  the  last  meeting  of  the  American  Gynaecological  Society  was 
in  connection  with  this  question,  and  from  the  wide  differences  of 
opinion  then  expressed  by  men  of  equally  large  experience  and  skill 
it  would  seem  that  the  question  is  by  no  means  decided.  I  can  only 
answer  for  myself,  and  possibly  I  am  prejudiced  in  favor  of  myo- 
mectomy. I  have,  I  confess,  a  good  deal  of  dread  of  the  effects  upon 
the  nervous  system  in  many  women  caused  by  the  removal  of  the 
uterus  and  appendages.  I  would  be  disposed  to  disregard  this  if  the 
case  were  one  of  rapidly  growing  fibrocystic  tumor  of  myomatous 
tumor  of  the  uterus,  and  I  use  this  latter  term  in  contradistinction  to 
fibrous  tumor  of  the  uterus,  i.  e.,  one  in  which  the  muscular  element 
is  in  the  ascendency  and  in  which  the  circulation  is  so  active  and  so 
abundant  as  to  make  it  extremely  difficult  and  dangerous  to  perform 
a  myomectomy.  I  confess  that  in  cases  of  that  sort  I  would  hesitate 
to  apply  this  method.  Take,  however,  a  case  of  pure  fibromyoma, 
and  I  would  limit  my  enucleation  entirely  by  the  amount  of  peritoneal 
covering  that  I  could  find  on  the  uterus  to  close  over  the  raw  surface 
left  by  the  removal  of  the  tumors.  Whether  there  be  one,  or  whether 
there  be  fifty,  if  I  could  cover  up  the  raw  surface  and  present  to  the 
abdominal  contents  a  clean  peritonaeal  surface,  I  should  think  it  per- 
fectly right  to  proceed  along  these  lines.  Pray  understand  that  I  take 
this  attitude  because  I  think  it  is  difficult  if  not  impossible  to  say 
whether  a  woman  belongs  to  the  class  whose  system  may  respond 
badly  to  amputation  of  the  uterus  or  to  the  class  which  will  be  in- 


144 


Transactions  of  Societies. 


different  to  it.  Under  these  circumstances  I  prefer  to  give  the  patient 
the  benefit  of  the  doubt.  Now,  of  course,  if  the  patient  is  approach- 
ing the  menopause,  or  the  tumor  is  growing  actively  (I  rather  think 
that,  in  the  light  of  our  present  knowledge  there  is  a  kind  of  growth  in 
which  there  is  a  dangerous  element — a  tendency  to  cystic  degeneration) 
we  are  warranted  in  removing  everything.  However,  in  women  under 
forty  years  of  age  I  would  be  disposed  to  give  them  the  advantages 
of  myomectomy. 

So  far  as  drainage  is  concerned,  I  invariably  drain  through  the 
vagina — anteriorly  if  I  remove  a  tumor  anteriorly,  or  posteriorly  if  I 
remove  posteriorly.  I  make  a  good  free  incision  and  control  bleed- 
ing by  ligature  if  necessary.  By  using  care  no  important  vessel  will 
be  injured,  but  if,  in  making  an  incision  in  the  lateral  wall  of  the  vagina, 
much  bleeding  occurs,  I  would  not  hesitate  to  ligate  the  ovarian  or 
uterine  artery  on  that  side  if  this  seemed  necessary.  Drainage  through 
the  uterine  canal  is  all  very  well  if  we  can  be  sure  that  the  canal  will 
remain  open,  but  I  think  we  can  get  better  drainage  by  making  an 
opening  in  the  vagina  either  anteriorly  or  posteriorly.  I  always  em- 
ploy gauze,  because  my  idea  is  to  cover  up  all  raw  surfaces.  Fibrin 
is  then  thrown  out  and  separates  the  operative  field  from  the  remain- 
der of  the  pelvic  cavity.  I  usually  withdraw  the  gauze  at  the  end  of 
thirty-six  or  forty-eight  hours.  I  do  not  persist  in  my  efforts  to  with- 
draw it  if  it  resists  slight  traction.  Too  much  force  should  not  be 
employed,  for  this  may  do  harm.  If  we  can  bring  ourselves  to  a  reali- 
zation of  the  fact  that  these  cases  are  absolutely  safe  if  we  can  guard 
them  from  retention  of  the  results  of  infection,  it  will  be  seen  that  this 
operation  can  be  performed  with  as  little  risk  as  hysterectomy. 

Dr.  J.  E.  Janvrin  :  I  would  like  to  ask  whether  Dr.  Polk  has  ever 
met  with  serious  difficulty  in  getting  enough  peritonaeum  to  cover  over 
the  raw  surfaces  left  after  myomectomy  when  several  tumors  were  re- 
moved. 

Dr.  Polk  :  I  have  not  so  far,  but  I  am  willing  to  admit  that  my 
experience  has  not  been  sufficient  for  me  to  say  whether  this  can  or 
cannot  be  done  in  all  cases.  I  have  never  removed  more  than  three 
tumors  from  one  uterus  by  myomectomy,  but  in  that  case  I  was  able  to 
find  ample  peritonaeum  to  cover  in  the  raw  surfaces. 

The  President  :  Do  you  use  iodoform  gauze  or  plain  sterile 
gauze  ? 

Dr.  Polk  :  I  always  use  sterile  gauze,  and  I  never  put  any  in 
the  pelvis  that  has  not  been  soaked  for  one  hour  in  a  1/B00  bichloride 
solution  and  then  rinsed  out  in  sterile  water. 


The  New  York  Obstetrical  Society. 


i45 


Strict  Indications  for  Obstetric  Operations. 
By  C.  A.  Von  Ramdohr,  M.D. 
(See  page  112.) 

Discussion. 

Dr.  J.  Clifton  Edgar:  I  have  been  much  interested  in  the  paper. 
The  problem  which  the  author  brings  before  us  this  evening  is  not 
one  easy  of  solution.  So  far  as  the  teaching, goes,  the  difficulty  lies 
in  the  fact  that  the  time  is  too  short  and  the  student  sees  too  many 
operative  cases.  He  takes  a  four  years'  college  course,  attends  a  few 
lectures  on  the  physiology  of  pregnancy  and  labor,  takes  a  course  in 
a  maternity  hospital  where,  unfortunately,  he  sees  a  number  of  ob- 
stetric operations — perhaps  three  or  four  out  of  twelve  cases  observed 
— and  enters  practice  with  the  idea  that  the  tendency  in  obstetrics  is 
toward  interference,  although  in  each  of  the  cases  in  which  he  saw 
an  operation  performed  interference  was  demanded  by  some  positive 
and  special  indication. 

I  agree  with  the  author  that  in  debating  we  are  apt  to  speak  hastily 
and  thus  convey  a  wrong  impression;  but  I  do  not  agree  with  him 
that  low  forceps  is  a  simple  operation  or  that  it  can  be  performed  by 
anybody  who  has  not  had  the  requisite  experience.  There  are  cases 
on  record  in  which  the  forceps  have  been  applied  in  the  median  and  even 
in  the  low  position,  and  in  which  the  child's  head  has  been  drawn 
through  the  rectum.  Personally  I  know  of  one  instance  in  which  a 
physician,  in  the  excitement  of  the  moment,  made  traction  in  the 
wrong  direction,  pulled  the  head  up  against  the  pubis,  and  ruptured 
the  urethra.  In  another  case  the  head  was  pulled  through  the  rectum. 
Immediate  operation  was  performed,  but  it  was  at  night,  the  light  was 
poor,  and  the  result  was  bad.  A  second  operation  was  performed 
later,  but  in  the  meantime  the  patient  was  an  object  of  disgust  to  her- 
self and  to  her  family. 

Nor  do  I  quite  agree  with  the  author  that  the  tendency  of  the  day 
is  toward  interference ;  to  my  mind  it  is  toward  conservatism.  During 
the  last  four  or  five  years  the  tendency  has  been  to  let  well  enough 
alone  and  to  interfere  only  when  there  is  a  positive  indication.  When 
a  man  reports  six  or  seven  cases  of  symphysiotomy,  we  must  bear  in 
mind  that  he  has  had  several  hundred  cases  of  confinement  under  ob- 
servation each  year.    This  also  applies  to  cases  of  Caesarean  section. 
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I  am  not  prepared  to  say  that  there  never  has  been  a  time  when  there 
has  been  too  much  interference,  for  at  the  beginning  of  the  present 
decade  forceps  were  used  much  more  frequently  than  they  should  have 
been,  and  in  many  cases  entirely  too  high.  I  believe,  however,  that  the 
records  of  the  last  International  Congresses  of  Obstetrics  will  show 
that  there  is  gradually  creeping  into  midwifery  an  element  of  conserva- 
tism. 

Dr.  Bache  McE.  Emmet:  The  evils  to  which  the  author  alludes 
are  difficult  to  cure,  for  they  are  due  to  a  lack  of  thorough  obstetric 
training  along  practical  lines.  The  practitioner  who  has  been  well 
trained  in  obstetric  diagnosis  should  not  make  the  mistakes  to  which 
allusion  has  been  made.  A  fruitful  source  of  error  is  the  fact  that 
the  general  practitioner  feels  himself  competent  to  take  charge  of  al- 
most any  case  of  delivery,  and  often  attempts  to  do  a  capital  obstetric 
operation  where  he  would  hesitate  to  perform  a  much  less  serious 
surgical  operation.  If  he  were  taught  to  recognize  difficult  cases  and 
the  necessity  for  calling  in  an  experienced  obstetrician  such  mistakes 
would  occur  less  frequently. 

Dr.  Robert  A.  Murray  :  The  author  has  touched  upon  a  number 
of  points  this  evening,  but  a  primary  point  and  one  upon  which  he 
did  not  touch  is  the  fact  that  a  knowledge  of  midwifery  is  not  gained 
by  intuition.  The  physician  takes  it  for  granted  that  a  case  is  going 
to  do  all  right,  and  does  not  examine  to  find  out  what  conditions  are 
present.  Many  cases  are  not  examined  at  all  before  labor,  and  some 
are  in  the*  hands  of  midwives.  The  trouble  is  that  the  person  in  charge 
relies  upon  the  normal  character  of  labor  and  forgets  that  the  only 
normal  labor  that  we  see  is  that  in  which  we  know  all  the  conditions 
which  exist  in  the  patient. 

I,  also,  would  like  to  enter  a  plea  for  strict  indications  for  operative 
interference  and  for  teaching  the  practitioner  to  differentiate  ordinary 
cases  from  those  in  which  there  should  be  interference.  When  the  stu- 
dent is  taught  by  examinations  on  the  manikin  and  on  the  subject  how 
to  determine  the  normal  conformation  of  the  pelvis  and  the  abnormal 
variations ;  when  he  is  taught  what  are  positive  indications  for  seri- 
ous obstetric  operations,  and  that,  when  he  finds  these  positive  indica- 
tions he  must  send  for  a  man  who  is  competent  to  do  obstetric  surgery, 
then  and  then  only  will  we  have  better  midwifery. 

I  agree  with  Dr.  Edgar  that  during  the  last  few  years  there  has 
been  a  strong  tendency  toward  conservatism  in  midwifery.  I  think 
it  has  been  carried  too  far.  In  some  colleges  students  are  taught  to 
make  the  diagnosis  of  presentation  and  position  in  labor  by  outside 
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examination.  This  is  always  difficult,  and  in  some  cases  impossible 
to  be  done  even  by  an  expert.  I  maintain  that  if  a  practitioner  knows 
anything  about  surgery  and  asepsis  he  can  examine  a  pregnant  woman 
vaginally  without  any  more  risk  than  he  would  incur  by  making  an 
application  to  her  throat,  no  matter  whether  she  is  in  a  tenement-house 
or  in  a  palace.  To  make  this  clear,  when  I  had  charge  of  the  obstetric 
department  in  the  university,  two  students  were  allowed  to  see  and 
examine  each  case,  and  in  but  a  single  instance  in  many  years  was  I 
obliged  to  send  a  patient  to  the  hospital  for  sepsis.  In  that  case  the 
woman  had  been  examined  by  a  physician  who  had  been  handling  a 
case  of  erysipelas. 

A  large  proportion  of  the  deaths  which  occur  during  the  puerperium 
occur  in  the  practice  of  midwives,  and  here  we  have  no  primary  teach- 
ing— the  cases  are  allowed  to  go  too  far.  Almost  every  accident  and 
every  difficulty  in  midwifery  can  and  should  be  prevented — and  this 
is  successful  midwifery.  The  pregnant  woman  should  be  examined 
carefully  before  labor.  This  should  be  taught,  but  in  most  obstetrical 
hospitals,  objection  is  made  to  students  examining  cases  for  fear  of 
infection. 

Dr.  E.  A.  Tucker  :  I  think  we  all  agree  with  the  author  that  ob- 
stetrical operations  should  be  very  strictly  indicated  before  being  per- 
formed. I  think  that  if  he  will  look  into  the  manner  in  which  these 
matters  are  conducted  in  the  hospital  to  which  he  refers  he  will  find 
that  they  are  governed  by  rules  as  strict  as  are  to  be  found  anywhere 
in  the  city.  If  he  asserts  that  operations  are  done  there  simply  for 
the  benefit  of  the  students,  I  deny  it. 

The  main  point  is  this:  The  statistics  of  a  hospital  differs  from 
that  outside,  no  matter  what  it  is.  The  hospital  which  has  the  most 
operations  to  show  students  is  the  most  valuable  for  teaching  purposes, 
but  it  does  not  necessarily  follow  that  because  a  student  sees  several 
obstetric  operations  in  one  day  at  the  hospital  he  is  going  to  see  the 
same  kind  of  cases  outside.  There  have  been  times  at  the  Sloane 
Maternity — and  I  know  something  about  the  work  there  during  the 
past  years — when  40  per  cent,  of  the  cases  required  some  obstetric 
operation — not  major  operations  in  every  case,  but  operative  inter- 
ference, such  as  forceps,  version,  or  breech  extraction.  It  may  not  be 
supposed  that  outside  one  is  going  to  meet  so  many  cases  requiring 
operative  treatment,  for  private  cases  are  usually  watched  during  preg- 
nancy. Moreover,  many  cases  are  brought  to  the  hospital  because 
something  is  wrong.  Therefore,  hospital  statistics  is  no  index  of 
outside  statistics.     I  make  this  explanation  because  the  author  criti- 
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cised  the  statement  which  was  made  at  our  last  meeting  to  the  effect 
that  dilators  were  used  in  2  per  cent,  of  the  cases  at  the  Sloane  Ma- 
ternity during  the  past  year. 

In  reference  to  the  text-books,  I  agree  with  him  that  most  of  them 
in  use  at  the  present  time  give  some  teaching  which  cannot  be  carried 
out.  In  the  same  book  to  which  he  has  alluded  the  statement  is  made 
that  a  patient  in  labor  should  be  examined  every  hour  during  the  first 
stage  and  every  fifteen  minutes  during  the  second  stage.  This  is  not 
good  teaching  for  the  student. 

In  a  word,  it  all  depends  upon  the  training  a  man  has  had  In 
an  obstetric  hospital  many  difficult  cases  will  always  be  seen,  whereas 
in  private  practice  such  cases  are  comparatively  rare.  The  gist  of 
the  whole  matter  has  been  touched  upon  by  the  preceding  speakers, 
who  have  said  that  a  longer  obstetric  training  is  necessary.  The  ex- 
perience that  a  man  gets  in  a  week,  two  weeks,  or  four  weeks,  is  sim- 
ply the  starting-point  of  his  obstetric  career,  and  he  should  then  learn 
more  for  he  is  scarcely  capable  of  conducting  a  normal  labor  after 
such  a  short  training.  The  men  who  are  doing  obstetric  operations 
when  they  should  not  are  men  of  this  type,  with  little  experience,  who 
attempt  to  deliver  too  soon,  or  too  late,  as  the  case  may  be. 

Official  Transactions. 

Robt.  L.  Dickinson, 

Secretary. 
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GYNECOLOGY. 
United  States. 

Hernia  following  Abdominal  Operations:    Its  Prevention  and  Cure. 

A.  Lapthorn  Smith  (Pacific  Med.  Journ.,  November,  1899)  says 
that  although  hernia  following  abdominal  operations  is,  in  his  opinion, 
preventable,  yet  many  physicians  dread  abdominal  operation  on  ac- 
count of  the  frequency  with  which  it  occurs.  When  it  does  occur 
it  gives  rise  to  serious  disturbances,  such  as  strangulation  of  the  omen- 
tum or  bowel,  reflex  troubles  of  distant  organs,  the  heart  or  the  brain. 

The  causes  of  hernia  may  be  included  in  one  category,  vis.,  any- 
thing which  prevents  primary  union  of  the  cut  surfaces  of  the  middle 
layer  of  the  abdominal  wall,  or  allows  the  newly  united  surface  to  be 
drawn  apart  before  the  union  has  become  well  organized.  By  the 
middle  layer  is  meant  the  recti  muscles  and  the  fascia  of  the  linea  alba. 
One  cause  is  the  taking  in  of  too  much  of  the  peritonaeum  in  the  bight 
of  the  stitches,  thus  squeezing  in  the  peritonaeum  between  the  raw  sur- 
faces. Or  the  stitches  may  not  include  enough  of  this  middle  layer, 
owing  to  its  retraction.  The  drainage-tube  is  one  of  the  great  causes 
of  hernia,  as  it  not  only  prevents  the  surfaces  coming  in  contact,  but 
often  infects  them.  If  drainage  is  necessary  it  would  be  better  to  drain 
through  an  opening  in  Douglas'  cul-de-sac,  through  which  a  T-shaped 
rubber  tube  is  passed  into  the  vagina.  But  the  early  removal  of  the 
stitches  is  the  cause  of  most  of  the  hernias.    Hernia  may  be  prevented — 

1.  By  leaving  in  the  stitches  for  one  month  if  the  abdomen  is  thin 
enough  to  allow  of  the  use  of  through-and-through  sutures ;  or, 

2.  By  using  non-absorbable  buried  ligatures  of  silkworm  gut  where 
the  abdomen  is  fat  enough  to  require  two  layers  of  sutures.  The  silk- 
worm gut  is  prepared  by  boiling  it  in  a  sealed  glass  tube ;  when  required 
for  use  the  tube  is  broken  in  the  middle  by  a  cut  with  a  file. 

3.  By  discarding  the  abdominal  drainage-tube,  and  draining  through 
the  vagina  in  the  rare  cases  where  drainage  is  necessary. 
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4.  By  securing  accurate  coaptation  of  the  cut  edges  by  marking  the 
places  were  the  stitches  are  to  go  before  the  incision  is  made. 

5.  By  taking  care  that  no  peritonaeum  comes  between  the  muscle  and 
fascia  of  the  opposite  sides. 

Cases  of  small  hernia  may  be  cured  by  a  single  buried  silkworm  gut 
purse-string  suture;  in  larger  hernias  the  edges  of  the  ring  are  split 
until  the  recti  muscles  are  exposed  from  top  to  bottom,  and  sutured 
with  buried  silkworm  gut.  Patients  with  buried  silkworm  gut  stitches 
do  not  need  to  stay  in  bed  more  than  two  weeks,  nor  do  they  need  an 
abdominal  belt.  Where  the  through-and-through  silkworm  gut  su- 
tures, which  are  to  remain  for  a  month,  are  used,  patients  may,  if  neces- 
sary, go  home  in  fifteen  days,  returning  at  the  end  of  the  month  for 
the  removal  of  the  stitches. 

Laceration  of  the  Cervix  Uteri. 

H.  O.  Pantzer  {The  Memphis  Lancet,  November,  1899)  thinks 
that  too  much  importance  has  been  attached  to  cervical  tears.  A  sim- 
ple laceration  has  little  significance  unless  it  extends  high  up  and  is 
attended  by  severe  haemorrhage.  When  the  tear  is  slight  it  is  of  no 
consequence  if  it  heals  without  reunion  of  the  parts.  Complicated  lacer- 
ations embrace  two  classes;  those  in  which  the  tear  affects  the  support 
and  position  of  the  uterus,  and  those  complicated  by  bacterial  infection. 
Bacterial  complications  are  due  either  to  saprophytic  or  pathogenic, 
notably  gonorrhceal,  infection.  The  former  is  usually  self-limited. 
The  writer  maintains  that  to  gonorrhceal  infection  alone  is  owing  the 
prominence  given  to  cervical  lacerations.  These  cases  entail  uterine 
congestion,  pelvic  pain  and  inflammation,  and  a  disposition  to  malignant 
growths  at  the  site  of  the  tear.  Other  pathogenic  germs  occasionally 
give  rise  to  changes  in  the  cervix  requiring  operation,  but  this  is  the 
exception. 

In  cases  where  the  cervical  tear  is  associated  with  relaxation  or  lacer- 
ation of  the  perinaeum  or  displacement  of  the  uterus,  too  much  stress 
has  been  laid  upon  the  cervical  condition,  which  really  figures  merely 
as  a  coincidence,  and  even  as  such  has  little  clinical  importance. 

Vesical  Calculus  in  the  Female. 

C.  C.  Moyer  {Western  Med.  Review,  Nov.  15,  1899)  says  that,  ac- 
cording to  authorities,  vesical  calculus  occurs  in  the  male  twenty  times 
where  it  occurs  once  in  the  female.    Sex  can  have  no  influence  on  the 
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frequency  of  renal  calculus,  but  when  once  the  stone  has  descended  to 
the  bladder  the  shortness,  dilatability  and  large  diameter  of  the  urethra, 
the  absence  of  the  prostate,  and  the  comparative  freedom  from  urethral 
disease  and  vesical  catarrh  in  the  female  are  almost  sufficient  to  secure 
immunity.  But  the  writer  thinks  that  vesical  calculus,  especially  in 
little  girls,  is  not  so  uncommon  as  has  been  supposed.  The  inconti- 
nence of  little  girls  is  often  attributed  to  habit  or  nervousness,  and  no 
attempt  is  made  to  discover  the  real  cause. 

The  causes  of  calculi  are  obscure.  Where  a  foreign  body  can  be 
accounted  for  the  deposit  of  urinary  salts  about  it  can  be  readily  under- 
stood. The  theory  usually  accepted  for  the  formation  of  a  stone  in 
whose  center  is  no  foreign  body,  is  the  presence  of  a  colloid  substance 
and  of  crystals  in  the  urine.  Where  several  cases  occur  in  the  same 
family  it  is  not  probably  due  to  heredity  but  to  some  local  conditions. 
The  presence  of  a  stone  is  determined  by  the  introduction  of  a  warm, 
sterilized  sound  into  the  bladder,  which  has  been  emptied  of  urine  and 
partially  distended  with  boracic  acid  solution.  The  base  of  the  blad- 
der should  be  first  explored  and  then  the  sides  and  fundus.  If  the 
stone  cannot  be  found  by  this  method  the  urethra  may  be  dilated  and  the 
bladder  explored  by  the  finger. 

Litholapaxy  is  the  best  method  of  treatment,  unless  the  stone  is  too 
large  or  too  dense  to  crush,  but  this  is  rarely  the  case.  The  crushing 
must  be  continued  until  the  calculus  is  reduced  to  small  fragments, 
which  can  be  removed  by  frequent  irrigations. 

A  case  of  a  young  girl  of  17  years  came  under  the  writer's  notice. 
She  was  suffering  from  violent  cystitis,  but  refused  a  medical  exam- 
ination. Two  months  later,  after  having  visited  several  genito-urinary 
quacks,  she  returned  and  submitted  to  an  examination.  She  was 
greatly  emaciated  and  very  feeble.  Examination  revealed  the  pres- 
ence of  a  large  calculus  lying  transversely  in  the  bladder.  After  five 
days'  rest  in  bed,  with  frequent  irrigations  of  the  bladder,  she  was 
etherized  and  the  calculus  crushed  with  difficulty  and  removed.  The 
nucleus  proved  to  be  a  bone  bodkin  3^  inches  long  and  %.  inch  in 
diameter  at  the  large  end.  The  calculus  was  phosphatic  in  character, 
and  weighed  altogether  about  an  ounce.  The  patient  made  a  rapid 
recovery. 

Anterior  Transplantation  of  the  Round  Ligaments  for  Displacements 

of  the  Uterus. 

Alex.  Hugh  Ferguson  {The  Jour,  of  the  Amer.  Med.  As.,  Nov. 
18,  1899)  prepares  the  patient  for  operation  as  follows:    The  bowels 
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are  well  emptied  the  day  before  the  operation  by  repeated  small  doses 
of  calomel,  or  better  still,  by  castor  oil.  Sulphate  of  strychnia,  1/!t0 
gr.,  is  given  every  three  hours.  The  pubes  and  external  genitals  are 
shaved,  and  they,  as  well  as  the  abdomen  and  vagina  are  scrubbed  with 
soap  and  water,  then  alcohol,  and  lastly,  with  bichloride  of  mercury 
solution.  After  anesthetization  the  uterus  is  curetted  with  an  irrigating 
curette  and  packed  with  iodoform  gauze ;  the  gauze  is  then  removed 
and  the  uterine  cavity  swabbed  with  a  95  per  cent,  carbolic  solution; 
gauze  is  again  packed  in  and  removed,  and  a  sound  introduced  to 
keep  the  fundus  well  up  against  the  anterior  abdominal  wall.  The 
operation  is  performed  as  follows : 

A  skin  incision,  three  inches  long,  is  made  in  the  median  line,  begin- 
ning an  inch  and  a  half  from  the  symphysis  pubis.  The  skin,  fat  and 
superficial  fascia  are  retracted,  exposing  the  linea  alba  and  the  anterior 
sheath  of  the  recti  muscles.  An  incision  is  made  on  either  side 
through  the  anterior  sheath  of  the  recti,  the  rectus  muscle  retracted 
outward,  and  an  incision  made  into  the  peritonseal  cavity  through  the 
transversalis  fascia  and  peritonaeum.  The  round  ligament  and 
portion  of  broad  ligament  is  then  seized  with  forceps  one 
inch  from  its  origin,  tying  the  broad  ligament  and  round  liga- 
ment external  to  the  forceps  and  dividing  between.  The  tied  dis- 
tal end  of  the  round  ligament  is  dropped  into  the  peritonseal  cavity,  and 
the  proximal  end  lifted  well  out  of  the  wound  into  the  peritonaeum. 
The  round  ligament  and  its  accompanying  portion  of  the  broad  liga- 
ment are  then  fixed  to  the  wound  in  the  transversalis  fascia  and  peri- 
tonaeum. The  fibers  of  the  rectus  muscle  are  replaced,  and  the  wound 
in  its  anterior  sheath  closed  with  a  continuous  catgut  suture,  which 
grasps  the  cut  end  of  the  round  ligament.  After  each  side  has  been 
treated  in  this  manner,  the  skin  wound  is  closed  by  interrupted  sutures. 

This  operation  possesses  many  advantages  over  former  procedures. 
The  round  ligaments  and  their  portion  of  broad  ligament  afford  ex- 
cellent material  together,  while  the  round  ligament  alone  is  too  frail 
and  elastic  for  a  reliable,  permanent  anchorage  of  the  uterus.  As  no 
sutures  are  inserted  into  the  uterus,  no  adhesions  can  take  place  be- 
tween it  and  the  abdominal-wall.  The  uterus  is  suspended  free  in  the 
pelvis,  capable  of  motion  sufficient  to  accommodate  itself  to  a  distended 
rectum  or  bladder  without  inconvenience.  It  is  impossible  for  hernia 
to  result,  or  for  pregnancy  to  be  interfered  with.  The  abdominal  in- 
cisions afford  opportunity  to  suspend  healthy  ovaries,  remove  diseased 
ones,  or  to  treat  many  other  pathologic  conditions  in  the  pelvis.  There 
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is  also  freedom  from  dragging  pains  which  so  frequently  accompany 
Alexander's  operation. 

In  twenty-two  cases  operated  upon  by  this  method  in  the  past  two 
and  a  half  years,  ideal  results  have  been  obtained.  One  patient  be- 
came pregnant  and  went  on  to  a  normal  termination. 

Uterine  Hydatids. 

Otho  Evans  (The  Cincinnati  Lancet-Clinic,  Nov.  25,  1899),  on 
March  7th,  was  called  to  see  a  young  woman  in  about  the  fourth  week 
of  her  first  pregnancy.  She  had  slight  uterine  haemorrhage,  but  no 
pain.  Rest  in  bed  relieved  all  trouble.  A  month  later  she  had  a 
similar  attack,  but  the  haemorrhage  was  more  severe  and  there  was 
some  pain.  A  thorough  examination  was  impossible  on  account  of 
vaginismus.  The  haemorrhage  continued  some  days,  in  spite  of  rest 
and  opiates.  She  kept  very  quiet  during  May  and  had  no  trouble. 
Toward  the  end  of  that  month  the  adominal  enlargement  was  much 
more  marked  than  is  usual  at  the  period  which  she  had  reached.  June 
nth,  she  had  severe  pains,  followed  by  profuse  haemorrhage.  An- 
other physician  was  called  in  during  the  writer's  absence.  The  next 
morning,  on  calling,  she  was  feeling  very  well,  the  uterus  well  con- 
tracted, and  gave  a  history  of  having  been  delivered  of  a  large  mass  of 
something,  but  no  foetus  had  been  found.  On  the  nurse  bringing  in 
the  mass  passed,  it  was  seen  to  consist  of  a  mass  of  clear,  transparent 
cysts,  connected  by  pedicles  to  a  common  membrane.  It  was  evidently 
a  case  of  uterine  hydatids  or  hydatidiform  cystic  degeneration  of  the 
villi  of  the  chorion.  Virchow's  view  is  that  the  change  that  results 
in  cystic  degeneration  of  the  villi  takes  place  in  the  inner  layer  of  the 
chorion,  the  endochorion,  and  consists  of  an  excessive  production  of 
mucous  tissue  within  the  villi.  The  treatment  must  be  largely  ex- 
pectant unless  the  passage  of  cysts  determines  the  case,  when  the  womb 
should  be  at  once  emptied. 

An  unusually  Complicated  Case. 

Paul  F.  Munde  {Yale  Med.  Jour.,  November,  1899)  was  called 
in  consultation  to  see  a  well-nourished  but  anaemic  woman,  the  mother 
of  four  children,  who  complained  of  a  pain  in  the  rectum,  mainly  dur- 
ing defecation.  Menstruation  had  been  regular.  A  small  mass  be- 
hind the  uterus  was  discovered.  Three  weeks  later  this  had  increased 
in  size,  and  laparotomy  revealed  a  tubal  pregnancy  and  numerous 
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blood-clots.  The  ovisac  had  escaped  from  the  end  of  the  tube,  which 
was  unruptured,  thus  accounting  for  the  absence  of  abdominal  pain. 
The  tube  was  ligated  and  removed,  together  with  the  coagula,  and  the 
abdomen  closed  after  irrigation.  The  wound  healed  by  first  intention, 
but  on  the  eighth  day  the  temperature  rose  suddenly  and  the  urine 
showed  pus.  Vaginal  examination  revealed  in  the  left  anterior  vaginal 
vault  what  was  evidently  a  renal  calculus  impacted  in  the  left  ureter. 
There  was  no  sign  of  distention  in  the  left  kidney,  and  a  good  amount  of 
urine  was  being  passed.  There  had  been  no  suspicion  of  renal  dis- 
ease before  the  operation,  but  the  urinalysis  had  been  hastily  made.  The 
bladder  was  irrigated  at  frequent  intervals  and  the  patient  improved 
until  six  days  later  she  had  a  rise  of  temperature  to  1040,  with  severe 
pain  in  the  right  "iliorenal"  region.  The  extreme  adiposity  of  the 
abdomen  prevented  palpation  of  the  kidney  or  appendix.  An  explor- 
ative incision  was  made  and  both  the  right  kidney  and  appendix  were 
apparently  normal,  but  the  gall-bladder  could  be  felt  greatly  distended. 
The  iliac  incision  was  closed  and  another  made  over  the  gall-bladder. 
The  gall-bladder  was  discolored  and  showed  signs  of  gangrene.  A 
large  amount  of  bile  and  190  gall-stones  were  evacuated.  A  rubber 
drainage-tube  was  inserted  and  about  as  many  more  small  stones  were 
discharged  during  the  following  week.  The  temperature  gradually 
fell  to  normal,  and  the  wounds  did  well.  In  a  week  there  was  another 
rise  of  temperature,  thought  to  be  due  to  the  impacted  stone  in  the  left 
ureter.  The  ureter  was  incised  through  the  vagina  and  the  stone  re- 
moved. Several  ounces  of  pus,  followed  by  a  copious  flow  of  purulent 
urine,  followed  its  removal.  Drainage  was  established  by  a  catheter 
passed  up  to  the  kidney.  This  was  irrigated  several  times  daily.  The 
patient's  temperature  fluctuated,  and  she  grew  weaker.  Four  weeks 
from  the  first  operation  pus  increased  in  the  urine  and  the  temperature 
remained  high.  Dr.  McBurney  saw  the  case  in  consultation  and  ad- 
vised an  incision  over  the  left  kidney.  But  as  that  kidney  was  freely 
draining  through  the  catheter  the  right  kidney  was  incised.  The  renal 
tissue  was  friable  and  bled  terribly.  The  patient's  condition  was  so 
bad  that  no  attempt  was  made  to  investigate  the  left  kidney,  and  she 
died  in  four  hours.  Probably  both  kidneys  were  diseased  before  the 
first  operation. 

Chloasma  U terinum. 

Edward  A.  Blount  (Nezv  Orleans  Med.  and  Surg.  Jour.,  Decem- 
ber, 1899)  saYs  tnat  tms  disease,  from  its  color,  presumably,  has  com- 
monly been  called  "liver  spot."    The  coloration  is  usually  some  shade 
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of  brown,  though  sometimes  it  is  almost  black.  It  is  commonly  seen 
on  the  face;  the  frontal,  temporal,  and  palpebral  regions  being  the  or- 
dinary sites.  The  chloasma  may  appear  as  small  disseminated  spots, 
but  is  usually  seen  as  a  large  patch  passing  across  the  forehead,  sharply 
defined  above,  and  fading  insensibly  into  the  normal  skin  below.  It 
often  extends  in  a  horse-shoe  shape  down  on  either  temple.  In  rare 
cases  it  extends  over  the  whole  face,  with  the  exception  of  little  patches 
of  normal  skin  here  and  there.  There  is  no  change  in  the  skin  except 
the  hyperpigmentation.  There  is  no  infiltration  or  scales  and  itching  is 
very  rare. 

While  it  is  most  common  during  pregnancy,  any  trouble  of  the  gen- 
ital organs  may  produce  it.  It  rarely  occurs  in  unmarried  women,  and 
then  seldom  before  the  age  of  thirty.  It  is  unknown  before  puberty, 
and  usually  disappears  with  the  menopause,  the  spots  seen  on  the  faces 
of  old  women  being  due  to  a  yellowing  of  the  keratin  from  age.  It  is 
most  common  among  mulattos,  and  in  white  women  attacks  the  anaemic. 
It  is  a  reflex  secondary  phenomenon,  due  to  irritation  of  the  terminal 
branches  of  the  sympathetic  system.  The  fact  that  the  vaso-motor 
system  in  the  face  is  more  highly  organized  and  more  sensitive  to  sym- 
pathetic influences  than  in  other  parts  of  the  body,  probably  accounts 
for  the  appearance  of  the  chloasma  in  that  location. 

Chloasma  can  be  confounded  with  only  two  other  conditions.  One 
of  these  is  pityriasis  versicolor,  a  parasitic  disease  which  is  destroyed 
by  sunlight,  therefore  never  seen  upon  the  face.  It  also  spreads  rapidly 
and  itches.  The  other  is  the  large  pigmented  macular  syphilide.  But 
this  usually  appears  in  the  posterior  cervical  region,  and  there  is 
usually  a  specific  history. 

The  prognosis  must  be  guarded.  Unless  the  exciting  cause  be  re- 
moved, the  most  skilful  treatment  will  yield  only  temporary  benefit, 
while  in  inexperienced  hands  matters  are  apt  to  be  made  worse. 

Since  the  pigment  is  actually  in  the  cells  of  the  rete,  the  rational 
aim  is  to  destroy  these  cells,  and  allow  new  ones  to  form  devoid  of  pig- 
ment. Corrosive  sublimate  is  the  best  known  remedy.  For  delicate 
skins  a  grain  to  an  ounce  solution,  frequently  applied,  will  be  strong 
enough.  If  the  chloasma  persists,  five  grains  of  the  sublimate  dis- 
solved in  distilled  water  may  be  applied  to  the  spot  for  four  hours  by  a 
compress.  The  blister  which  forms  must  be  pricked  and  dressed 
with  powdered  starch.  The  following  prescription  has  given  good 
results : 

Hydrargyri  bichloridi   gr.  viii. 

Acidi  acetici  dilut   3iii. 
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Apply  on  compresses  every  three  hours. 
The  treatment  of  the  uterine  conditions,  and  the  removing  of  any 
hysteric  condition  of  the  mind,  must  underlie  any  form  of  local  treat- 
ment. 

Four  Cases  of  Fibroids  of  the  Uterus  treated  with  Thyroid  Extract. 

C.  Jeff  Miller  (Ibid.)  says  that  these  four  women  had  either  re- 
fused operation  or  were  in  such  a  physical  condition  as  to  render  any 
radical  procedure  hazardous.  In  each  case  the  most  serious  feature 
was  haemorrhage,  and  the  next  in  importance  was  pain.  All  other 
therapeutic  measures  were  discarded,  and  tablets  of  thyroid  extract, 
administered  in  doses  of  from  one  to  five  grains  three  times  daily,  were 
given.    Three  of  the  women  were  colored. 

In  the  first  case  there  had  been  menorrhagia  with  almost  constant 
pain  and  tenderness  in  the  lower  abdomen  and  sacral  region.  She 
was  very  anaemic  and  had  albuminuria.  A  multi-nodular  fibroid  of  the 
uterus  filled  the  pelvis,  involving  the  lower  segment  of  the  uterus  and 
cervix,  and  extending  an  inch  above  the  umbilicus.  Five-grain  doses 
of  thyroid  extract  produced,  at  first,  tachycardia,  nervousness  and  "hot 
flashes."  The  dose  was  reduced  until  toleration  was  established,  then 
increased  to  five  grains  again.  The  second  menstrual  period  was 
normal  in  amount  and  length  of  flow.  Now,  some  months  later,  there 
is  no  haemorrhage  and  but  little  pain,  the  tumor  is  about  three-fourths 
of  its  former  size,  the  patient  has  gained  ten  pounds,  and  albuminuria 
is  only  occasional. 

In  the  second  and  third  cases  the  thyroid  was  administered  as  be- 
fore for  two  months  without  the  slightest  effect  upon  either  the  pain, 
haemorrhage,  or  dimensions  of  the  tumor.  The  fourth  case  had  a  his- 
tory of  haemorrhage  and  pain  extending  over  several  months.  An  in- 
terstitial fibroid  involved  the  whole  uterus.  On  account  of  albumin 
and  casts  in  the  urine  an  operation  was  not  deemed  advisable. 
Five-grain  doses  of  thyroid  extract  have  been  given  three  times  daily 
for  the  past  three  months.  The  menstrual  flow  lasts  only  five  days 
now,  instead  of  twelve,  as  before  treatment  was  commenced.  Nor  is 
the  flow  excessive.  Pain  has  been  greatly  relieved,  and  the  tumor  has 
diminished  in  size,  though  not  as  much  as  was  the  case  in  the  first 
patient. 
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Vulvo-Vaginal  Catarrh. 

Francis  Huber  {Pediatrics,  Dec.  1,  1899)  confines  his  remarks 
in  this  paper  to  the  gonorrhceal  variety  of  vulvo-vaginitis.  The  clinical 
symptoms  are  usually  enough  to  distinguish  it,  but  any  doubtful  case 
may  at  once  be  determined  by  the  microscope.  In  the  greater  num- 
ber of  cases  its  origin  is  accidental ;  its  dangers  to  the  patient  and  others 
are  as  great  as  or  greater  than  in  adults.  Especially  are  too  few  pre- 
cautions taken  against  its  spread;  it  is  no  infrequent  thing  to  find  a 
mother  and  all  her  children  affected  in  the  same  way,  while  in  insti- 
tutions it  may  appear  almost  epidemic  in  character.  It  is  a  good  plan 
to  isolate  the  cases  and  to  provide  special  nurses  till  the  micro-organ- 
isms fail  to  be  found.  Complications  as  in  adults  are  not  infrequent; 
ophthalmia,  inguinal  adenitis  and  the  various  forms  of  gonorrhceal 
rheumatism  may  occur;  or  the  trouble  may  travel  by  way  of  the  ureter 
even  to  the  pelvis  of  the  kidney,  or  by  way  of  the  uterus  to  the  tubes, 
ovaries  and  even  peritonaeum. 

Treatment  consists  of  isolation,  rest  in  bed,  light  diet,  cold  appli- 
cations over  the  hypogastric  region  while  the  inflammatory  symptoms 
are  severe,  and  keeping  the  urine  bland ;  if  there  is  great  pain  about  the 
parts  cocaine  may  be  employed  locally,  and  the  ardor  urinae  and  vesical 
tenesmus  may  be  relieved  by  two  or  three  warm  sitz-baths  daily.  Care- 
ful irrigation  may  be  practised  at  an  early  date,  and  should  be  done 
two  or  three  times  a  day.  If  necessary,  cocaine  may  be  applied  be- 
forehand; at  first  irrigations  should  be  with  a  warm  alkaline  or  mild 
antiseptic  solution;  a  fountain  syringe  about  two  feet  above  the  body 
should  be  used,  and  a  soft  rubber  cathetr,  which,  after  irrigation  of 
the  external  parts,  should  be  passed  about  two  inches  through  the 
hymen.  If  all  goes  well  potassium  permanganate  (V4000  to  V1000)  or 
silver  nitrate  (1/20oo»  an<3  later,  stronger)  may  be  employed;  if  pain  fol- 
lows the  latter  salt  solution  may  be  used.  The  quantity  should  be  large, 
from  a  pint  to  a  quart.  Other  substances  may  be  used,  but  the  two 
mentioned  give  the  best  results.  The  irrigations  are  gradually  de- 
creased in  frequency  and  increased  in  strength.  After  irrigation  the 
parts  should  be  dried  and  covered  with  a  mild  ointment  and  pad  of 
gauze.  If  the  urethra  be  involved  weak  solutions  of  silver  nitrate  or 
permanganate  of  potash  may  be  used,  and  oil  of  sandalwood  given  in- 
ternally. All  dressings  should  be  burned.  If  symptoms  of  peritonitis 
develop  they  must  receive  appropriate  treatment,  but  virulent  cases 
are  likely  to  terminate  fatally  in  a  short  time.  The  vulvo-vaginal  catarrh 
itself  is  rather  intractable  to  treatment,  which  must  be  continued  as 
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long  as  the  microscope  shows  gonococci;  sometimes,  particularly  in 
cases  attended  with  pelvic  and  hypogastric  pains,  the  discharge  will 
cease  in  a  short  time,  to  recur  again  on  the  cessation  of  treatment,  prob- 
ably from  reinfection  from  above.  Tonic  treatment  and  a  repetition 
of  the  injections  are  here  indicated. 

The  writer  thinks  the  great  inference  to  be  drawn  from  this  case 
is  that  the  cerebellar  cortex  is  the  government  seat  of  much  more  than 
mere  voluntary  or  involuntary  muscular  contraction;  its  work  would 
seem  to  be  the  unraveling  of  the  impulses  from  the  higher  centers,  to 
filter  and  direct  them,  and  possibly  to  exercise  a  selective  action.  It 
stands  as  a  sort  of  balance  between  conscious  and  unconscious  cere- 
bration on  the  one  hand  and  peripheral  action  on  the  other;  so  that  in- 
terference with  its  function  results  in  a  profound  disturbance  of  periph- 
eral cell  life  and  work. 

New  Apparatus  designed  for  the  Support  and  Safe  Anesthetization  of 
Patients  while  in  the  Knee-Chest  Position. 

Clement  A.  Penrose  (Johns  Hopkins  Hosp.  Bull,  November, 
1899)  finds  the  following  objections  to  anaesthesia  in  the  knee-chest 
position  when  the  patient  is  supported  in  the  old  way  without  appa- 
ratus :  the  patient's  weight  being  thrown  on  the  chest  and  neck  bent 
at  right  angles  induces  cyanosis,  difficult  breathing,  a  high  pulse,  and 
many  times  almost  collapse;  the  anaesthetizer  has  to  hold  the  cone  and 
support  the  head,  and  thus  has  great  difficulty  in  holding  the  jaw  for- 
ward and  keeping  track  of  the  pulse;  while  two  assistants  are  required 
to  hold  the  patient  in  position,  in  spite  of  whose  efforts  there  must  be 
considerable  mobility,  which  interferes  with  delicate  manipulation. 
The  ideal  apparatus  must  (1)  allow  complete  expansion  of  bladder 
and  rectum,  with  no  pressure  on  these  parts  from  straps  or  supports; 
(2)  support  the  chest  and  head  so  as  to  render  breathing  and  anaestheti- 
zation  easy;  (3)  hold  the  patient  absolutely  immobile;  (4)  permit  the 
patient  to  be  lifted  to  or  from  the  table  with  ease  while  under  the 
anaesthetic;  (5)  be  capable  of  adjustment  to  various  sizes  of  patients; 
(6)  be  not  too  elaborate  or  expensive. 

To  meet  these  requirements,  the  writer  has  devised  an  apparatus, 
first  of  wood,  and  afterwards  chiefly  of  steel,  the  latter  of  which  has 
been  in  constant  use  at  the  Johns  Hopkins  Hospital  for  over  a  year  and 
has  given  satisfaction  in  every  respect.  Not  one  case  has  taken  the 
anaesthetic  badly.  The  upper  part  of  the  apparatus  consists  of  two 
shoulder  pads,  capable  of  sidewise  movement  for  adjustment  to  figures 
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of  different  width;  these  shoulder  supports  run  simultaneously  upon 
two  side  tracks  and  are  connected  with  a  a  chain  running  over  a  wheel, 
the  latter  having  on  its  inner  side  a  rachet  wheel  and  pawl.  The 
lower  part  consists  of  supports  which  press  against  the  front  of  the 
thighs  and  are  strapped  about  them  (these  cushions  also  having  a  side- 
wise  movement),  of  joints  corresponding  to  the  knees,  and  of  cushions 
upon  which  the  tibiae  rest  with  straps  passing  over  the  calves  of  the 
legs.  When  the  patient  is  etherized  she  is  lifted  upon  the  apparatus, 
the  shoulder  pieces  supporting  the  shoulders,  and  the  body  being  but 
slightly  flexed;  the  thighs  and  calves  are  strapped  in  position,  and 
the  pawl  being  thrown  upon  the  rachet  wheel,  the  shoulder  pieces  are 
pushed  up  by  means  of  the  large  wheel  and  chain,  motion  in  the  other 
direction  being  prevented  by  the  pawl.  There  is  a  head-piece  attached 
to  the  shoulder  supports,  upon  which  is  a  cushion  supporting  the  head 
slightly  turned  to  one  side;  the  chest  thus  has  ample  room  for  expan- 
sion, and  the  holding  back  of  the  shoulders  is  an  advantage  rather  than 
otherwise ;  the  cushion  can  be  removed  in  a  moment  if  necessary,  when 
there  is  plenty  of  room  between  the  shoulder  supports  for  swabbing 
the  throat,  etc.  The  abdomen,  being  free  of  support,  admits  of  free 
dilatation  of  the  internal  organs.  Possibly  it  takes  a  little  more  time 
to  adjust  the  apparatus  to  the  patient,  but  the  writer  thinks  this  is  more 
than  compensated  by  its  greater  convenience,  and  more  than  all  by  the 
diminished  risk  to  the  patient  from  the  anaesthetic  and  the  possibility 
of  continuing  the  anaesthesia  as  long  as  in  any  other  position. 

The  Treatment  of  Uterine  Hemorrhages. 

Samuel  M.  Brickner  (The  Amcr.  Therapist,  December,  1899), 
in  this  paper,  deals  only  with  the  treatment  of  irregular  or  abnormal 
bleeding  from  the  non-pregnant  uterus.  The  principal  measure  of 
treatment  for  these  cases  are  the  curette,  a  few  caustics,  hot  douches, 
and  the  extoric  drugs.  The  individual  indications  for  their  use  are 
usually  sharply  defined. 

First  in  the  list  of  irregular  haemorrhages  are  the  cases  in  which 
new  growths  of  any  kind  can  be  excluded  from  the  etiology.  The 
general  condition  of  the  patient  must  be  studied.  Where  cardiac  dis- 
ease or  tuberculosis  exist  the  treatment  must  be  directed  toward  those 
ailments,  though  not  always  with  the  prospect  of  a  cure,  or  even  of 
much  relief.  Excessive  bleeding  in  young  women,  especially  school- 
girls, is  usually  an  accompaniment  of  anaemia.  In  these  cases  regula- 
tion of  the  bowels  by  mild  saline  cathartics,  out-of-door  exercise,  and 
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abundant  sleep  will  often  prove  sufficient.  Where  the  anaemia  is 
marked  the  following  tonic  pill  to  be  taken  after  each  meal  is  of  great 
service : 


Mix.    For  one  pill. 

Tubal  or  ovarian  disease  often  gives  rise  to  uterine  haemorrhage. 
Ovarian  tumors  should  be  treated  by  operation,  but  inflammatory  dis- 
eases of  the  appendages  may  be  relieved  by  treatment,  hot  douches, 
and  semi-weekly  applications  of  tampons  of  ichthyol  (10  per  cent.) 
in  glycerine.  When  these  measures  fail,  operative  intervention  must 
be  considered. 

In  haemorrhages  due  to  the  presence  of  fibroids,  where  operation 
is  not  deemed  advisable,  much  may  be  done  by  the  use  of  oxytocic 
drugs,  while  hot  douches  are  also  helpful.  Hydrastis  canadensis,  in 
half  drachm  doses  of  the  fluid  extract,  three  or  four  times  a  day  is 
more  useful  than  ergot.  But  stypticin  has  more  recently  been  used 
with  marked  success  in  these  cases,  as  well  as  in  menorrhagias  of 
anaemic  origin.  In  doses  of  one  grain  three  times  daily  it  will  stop 
the  flow  with  more  certainty,  if  not  as  quickly  as  hydrastis. 

Submucous  polyps  must  be  treated  by  removal.  Uterine  haemor- 
rhage following  sexual  intercourse  is  suspicious  of  a  malignant  cer- 
vical growth,  but  may  be  due  to  an  eroded  cervix  or  an  endometritis. 
The  latter  may  require  curettement,  but  is  sometimes  relieved  by  ap- 
plications to  the  uterine  mucosa  of  a  50  per  cent,  solution  of  chloride 
of  zinc.  The  eroded  cervix  should  be  touched  by  an  applicator  carry- 
ing the  same  solution,  and  a  tampon  with  10  per  cent,  ichthyol  placed 
in  the  vagina.  These  applications  must  be  made  between  the  men- 
strual periods  at  intervals  of  two  weeks.  Astringent  douches  are  also 
helpful. 

Where  the  presence  of  a  malignant  growth  is  established,  involving 
the  cervix  or  the  body  of  the  uterus,  a  radical  operation  is  indicated 
unless  the  involvement  of  surrounding  parts  is  already  too  extensive 
to  render  an  operation  feasible.  In  the  latter  cases,  the  haemorrhages 
may  be  somewhat  controlled  by  tampons  of  50  per  cent,  solution  of 
chloride  of  zinc,  and  the  use  of  oxytocic  drugs. 

The  extracts  of  the  thyroid  and  mammary  glands  in  the  treatment 
of  uterine  fibroids  have  proved  beneficial  in  many  cases. 


1}  Dried  sulphate  of  iron. 
Extract  of  nux  vomica 
Arsenous  acid   
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Mensuration  and  the  Capacity  of  the  Female  Bladder. 

Guy  L.  Hunter  and  Irving  P.  Lyon  {Jour,  of  the  Amer.  Med. 
Assoc.,  December  16,  1899)  have  made  a  series  of  investigations  upon 
the  average  tension  capacity  of  the  female  bladder,  and  its  actual  internal 
measurements  from  the  internal  urethral  orifice  to  certain  chosen  points 
on  its  walls.  All  examinations  were  made  on  living  women  in  the  knee- 
chest  position,  with  the  rectum,  vagina,  and  bladder  dilated  by  atmos- 
pheric pressure,  produced  simply  by  opening  the  cavities  with  a  specu- 
lum. The  placing  of  the  cases  under  similar  conditions  thus  obviated 
the  chief  sources  of  avoidable  error;  of  course  the  variations  of  intra- 
abdominal pressure  in  the  different  cases  could  not  be  estimated,  but 
repeated  examinations  of  the  bladder  capacity  showed  that  it  varied 
little  in  the  same  individual ;  and  in  any  event,  the  variation  in  this  force 
is  probably  far  less  than  the  variation  in  individual  tolerance  or 
irritability  to  the  usually  employed  fluid  distension,  the  air  giving  rise 
to  fio  discomfort  and  therefore  to  no  resistance,  either  voluntary  or  in- 
voluntary. 

To  measure  the  capacity  of  the  bladder,  the  woman  was  put  in  the 
knee-chest  posture  and  the  cavities  allowed  to  dilate;  a  closely  fitting 
catheter  with  a  rubber  tube  attached  and  closed  by  a  clamp  was  passed 
into  the  bladder;  the  woman  was  then  carefully  rotated  to  the  dorsal 
position,  the  rubber  tube  introduced  into  a  graduated  glass  cylinder 
filled  with  water  and  inverted  over  a  vessel  of  water;  the  clamp  being 
then  released,  and  pressure  exerted  upon  the  bladder  by  the  ordinary 
bimanual  method,  the  air  was  expressed  into  the  glass  cylinder,  dis- 
placing the  fluid  to  an  amount  that  may  be  read  from  the  graduations. 
That  these  figures  represented  the  entire  air  contents  of  the  bladder 
was  proved  by  introducing  a  double  catheter  so  curved  that  its  upper  end 
reached  the  anterior  surface  of  the  bladder;  through  one  of  the  tubes 
the  air  was  expressed  as  before,  and  on  filling  the  bladder  with  water 
through  the  other  tube  any  air  that  remained  in  the  bladder  was  driven 
to  the  upper  part  and  forced  through  the  first  tube ;  and  the  amount  of 
air  thus  obtained  was  found  to  equal  only  the  previously  measured  con- 
tents of  the  tube. 

Twenty-five  women  were  thus  examined,  and  in  general  the  ca- 
pacity of  the  bladder  was  found  to  follow  the  size  of  the  bladder  by  men- 
suration and  in  a  general  way  the  size  of  the  woman.  Measurement 
of  the  fluid  capacity  also  was  made  in  twenty-two  of  the  cases.  The 
average  air  capacity  was  found  to  be  303  c.c,  with  a  minimum  of  160 
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and  a  maximum  of  545  c.c. ;  while  the  average  fluid  capacity  was  429.7 
c.c,  with  a  minimum  of  210  and  a  maximum  of  840  c.c;  the  fluid 
capacity  under  the  increased  pressure  being  thus  about  one-third  greater 
than  the  air  capacity.  As  to  the  influence  of  anaesthesia,  the  average  air 
capacity  of  17  cases  with  anaesthesia  was  306.7  c.c,  and  of  8  cases  with- 
out anaesthesia  295  c.c. ;  while  the  average  fluid  capacity  of  15  cases  with 
anaesthesia  was  449.6  c.c,  and  of  7  cases  without  anaeslhesia  387.1  c.c. 
The  greater  capacity  during  anaesthesia  is  probably  due  to  the  relaxa- 
tion of  the  bladder  walls;  and  that  the  difference  is  greater  with  fluid 
is  probably  due  to  the  greater  irritability  of  the  bladder  without  anaes- 
thesia, to  fluid.  As  to  the  influence  of  child-bearing,  '.he  average  air 
capacity  of  13  nulliparous  women  was  313.8  c.c,  and  of  12  parous 
women  was  464.5  c.c,  and  of  11  parous  women  395  c.c  While  the 
greater  capacity  of  the  bladders  of  nulliparous  women  may  have  been 
accidental,  the  writers  would  suggest  that  it  was  due  to  the  lesser 
average  age  (26  as  against  36  years),  and  to  the  fact  ihat  the  bladder 
had  not  been  subject  to  injury  and  sclerotic  changes  from  the  pressure 
of  a  gravid  uterus. 

The  second  object  of  study  was  the  internal  mensuration  of  the 
bladder  under  atmospheric  dilatation  in  the  knee-chest  position.  The 
distances  of  certain  points  from  the  internal  urethral  orifice  were  meas- 
ured, these  points  being  ( 1 )  the  vertex,  the  most  prominent  and  distant 
point  in  the  concavity  of  the  upward  and  anterior  bulging  of  the  ventral 
wall;  (2)  the  most  prominent  and  distant  point  in  the  upward  and 
dorsal  bulging  of  the  posterior  wall,  and  usually  opposite  the  end  of  the 
cystoscope  when  held  in  the  axis  of  the  subject's  body;  (3  and  4)  the 
points  of  greatest  outward  bulging  in  the  left  and  right  lateral  walls 
respectively.  These  points,  while  not  scientifically  fixed,  were  suffi- 
ciently accurate  for  practical  purposes.  The  average  measurements 
for  these  four  points  were:  to  summit,  7.14  cm.;  to  posterior  wall,  5.77 
cm.;  to  left  wall,  6.70  cm.;  to  right  wall,  5.92  cm.  Taking  the  averages 
of  13  nulliparous  women  and  of  12  parous  women,  we  find  the  distance 
to  the  summit  in  the  former  to  be  7.43  cm.,  in  the  latter,  6.83  cm. ;  to 
the  posterior  wall,  in  the  former  5.75  cm.,  in  the  latter  5.79  cm.;  to  the 
left  wall,  in  the  former  7.03  cm.,  in  the  latter  6.35  cm. ;  and  to  the  right 
wall,  in  the  former  6.12  cm.,  in  the  latter  5.72  cm.  The  greater  dimen- 
sions thus  correspond  to  the  greater  air  and  fluid  capacity.  The  asym- 
metry of  the  dilated  bladder  is  of  interest;  in  16  cases  the  left  lateral 
measurement  was  greater  than  the  right,  in  6  cases  the  right  was  the 
greater,  and  in  three  cases  the  two  were  equal.  Never  before  has  this 
asymmetry  been  noted  in  so  large  a  proportion  of  cases.   This  tendency 
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towards  the  left,  at  least  under  these  conditions,  may  be  due  to  the  fact 
that  the  rectum  in  women  (contrary  to  the  statements  in  text-books) 
is  found  much  more  commonly  on  the  right  than  on  the  left  of  the 
pelvis,  thus  displacing  the  bladder  towards  the  left.  Another  factor  is 
that  the  uterus  is  usually  somewhat  to  the  left  of  the  median  line  and 
so  encroaches  upon  the  left  posterior  quadrant  of  the  bladder,  thus  low- 
ering the  point  of  greatest  outward  bulging  of  the  lateral  wall. 

In  the  knee-chest  posture  it  was  found  that  the  three  organs  when 
dilated  with  air  completely  occupied  the  true  pelvis,  and  that  the  bladder 
and  uterus  tended  to  rise  upward  and  forward,  the  fundus  of  the  uterus 
in  multiparas  being  felt  within  a  few  centimeters  of  the  umbilicus.  The 
dilatation  of  the  rectum  and  vagina  with  air  before  that  of  the  bladder 
was  found  to  contribute  importantly  to  the  ease  of  examination  of  the 
ureteral  orifices,  the  dilated  rectum  and  vagina  pressing  from  behind  upon 
the  base  of  the  bladder ;  neglect  of  this  point  would  seem  to  account  for 
the  difficulty  that  many  encounter  in  catheterization  of  the  ureters.  The 
ureteral  orifices  were  indicated  by  slight  elevations  of  the  mucous  mem- 
brane, but  in  some  young  nulliparae  only  by  a  small  round  black  point, 
never  found  in  older  women  who  had  borne  children.  The  bladder,  ob- 
served during  abdominal  section,  was  found  to  be  elipsoidal  in  form, 
somewhat  flattened  antero-posteriorly  and  increased  transversely,  the 
transverse  diameter  being  always  the  greatest.  Mathematical  calcula- 
tion of  the  cubic  contents  from  the  dimensions  of  the  bladder  gave  re- 
sults corresponding  very  closely  to  the  air  capacity  as  determined  above. 
The  average  length  of  the  urethra  in  17  cases  was  3.3  cm.,  the  shortest 
measuring  2.7  cm.,  and  the  longest  4.2  cm. 

Canada. 

Prevention  arid  Treatment  of  Cancer  of  the  Uterus. 

A.  Lapthorn  Smith  (The  Jour,  of  the  Amer.  Med.  As.,  Nov.  25, 
1899)  thinks  that  cancer  is  not  a  hereditary  disease,  but  that  it  is  very 
contagious,  and  cites  several  instances  in  which  the  nurse  has  ap- 
parently contracted  the  disease  from  the  patient,  while  no  members  of 
the  family  were  affected. 

As  Emmet  has  conclusively  proved  that  cancer  of  the  cervix  al- 
most always  begins  in  the  cicatricial  tissue  in  the  angle  of  a  cervical 
laceration,  then  removing  the  cicatricial  tissue  and  repairing  the  lacera- 
tion would  put  a  stop  to  the  development  of  any  malignant  growth. 
This  opinion  is  held  by  so  many  leading  men  in  this  country  that  can- 
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cer  of  the  uterus  is  on  the  decrease  here,  while  abroad  it  is  markedly 
on  the  increase.  Greater  care  needs  to  be  exercised  by  nurses  and  doc- 
tors in  disinfecting  hands  and  instruments  used  in  the  examination  of 
cancerous  patients.  At  the  outset  cancer  of  the  cervix  is  a  purely  local 
disease  and  limited  to  a  small  area.  In  cases  where  the  condition  is 
recognized  early,  total  extirpation  would  usually  result  in  permanent 
cure.  Women  do  not  consult  a  doctor  soon  enough,  and  sometimes 
the  blame  rests  upon  the  physician's  shoulders  for  advocating  local  and 
temporizing  treatment.  The  opinion  that  cancer  of  the  uterus  is  hope- 
less from  the  beginning  must  be  contradicted ;  even  if  the  disease  has 
invaded  the  whole  organ,  if  it  is  found  to  be  freely  movable,  vaginal 
hysterectomy  with  ligatures  gives  good  results.  If  less  movable,  the 
clamp  method  is  more  feasible.  If  firmly  fixed  and  the  disease  has 
extended  to  the  broad  ligament,  thorough  curetting  and  the  applica- 
tion of  pure  carbolic  acid  to  the  mucous  membrane  of  the  uterine 
cavity  will  retard  the  disease  and  add  to  the  woman's  discomfort.  This 
may  be  followed  by  a  Schroeder's  amputation  of  the  cervix,  but  before 
closing  the  flaps  they  should  be  seared  lightly  with  a  cautery  to  destroy 
microbes.  In  all  cases  where  the  broad  ligaments  are  involved  the 
uterus  should  not  be  removed,  as  it  only  hastens  the  progress  of  the 
disease. 

Great  Britain. 
Sarcoma  of  the  Uterus  with  Inversion. 

James  M.  Williamson  {The  Lancet,  Nov.  n,  1899)  says  that  a 
woman  of  eighty  presented  herself  at  the  hospital  complaining  of  hypo- 
gastric pain  and  a  vaginal  discharge.  What  seemed  to  be  a  tiny 
polypus  was  hanging  from  the  os  uteri.  A  month  later  she  reported 
that  a  shred  had  passed,  and  the  growth  had  disappeared.  After  an- 
other month  she  came  again  complaining  of  pain,  and  an  offensive, 
bloody  discharge  from  the  vagina.  The  os  uteri  was  found  to  be  di- 
lated and  a  sloughy  mass  presenting.  On  the  following  day  a  Neuge- 
bauer's  speculum  was  introduced,  about  half  a  pint  of  foetal,  soft 
growth  removed  with  long  ovum  forceps.  There  was  very  little  bleed- 
ing or  pain.  Carbolic  douches  were  continued  and  a  week  later  the  os 
had  contracted.  Microscopical  examination  showed  the  growth  to  be 
sarcomatous.  The  patient  remained  comfortable  for  six  months  when 
the  pain  returned,  accompanied  by  haemorrhages.  The  os  was  dilated 
and  a  large  mass  protuding  which  soon  descended  into  the  vagina. 
Under  ether,  a  growth  the  size  of  an  orange,  attached  by  a  broad  base 
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to  the  inverted  fundus  of  the  uterus,  was  found.  The  growth  was  re- 
moved by  the  curette  and  the  raw  uterine  surface  swabbed  with  pure 
carbolic  acid,  but  reposition  of  the  uterus  was  not  accomplished.  Pain 
disappeared,  sleep  and  appetite  returned  and  the  temperature  fell  to 
normal!  There  was  no  further  trouble,  except  a  slight  vaginal  dis- 
charge, but  the  patient  died  from  apoplexy  three  months  later.  A  post- 
mortem examination  showed  a  new  sarcomatous  growth  covering  the 
mucous  membrane  of  the  still  inverted  uterus.  The  patient's  great 
age  and  the  rarity  of  this  form  of  malignant  growth  render  the  case 
worthy  of  mention. 

Note  on  a  Twisted  Pedicle. 

A.  C.  Butler-Smythe  (The  Lancet,  Nov.  25,  1899),  on  examining 
a  woman  with  an  abdominal  tumor  found  a  large  movable  swelling  at 
the  left  of  the  median  line,  reaching  to  the  umbilicus.  The  growth 
could  not  be  felt  per  vaginam.  On  the  left  side  of  the  tumor  was  a 
decided  protuberance.  When  the  patient  was  examined  by  Dr.  Ban- 
tock,  on  the  following  day,  he  pointed  out  the  fact  that  the  protuberance 
was  on  the  right  side,  instead  of  on  the  left,  as  stated.  On  the  next 
day  the  protuberance  was  felt  in  its  original  position  on  the  left 
of  the  tumor.  Two  days  later  the  base  of  the  tumor  was  well  down 
in  the  pelvis  and  fluctuation  could  be  detected  bimanually.  The  uterus 
was  behind  the  cyst.  The  protuberance  could  not  be  felt  on  either 
side.  On  pushing  the  tumor  up  out  of  the  pelvis,  almost  immediately 
the  outline  of  the  protuberance  appeared  on  the  patient's  right  side  and 
moved  quickly  across  the  abdomen  to  the  left  iliac  region.  In  a  few 
minutes,  (the  patient's  abdomen  being  uncovered)  the  writer  was  sur- 
prised to  see  this  protuberance  move  slowly  back  to  the  right.  A  diag- 
nosis of  an  ovarian  tumor  with  a  long  pedicle  twisting  from  without 
inward,  or  from  left  to  right,  was  made.  Examination  confirmed  this 
when  the  abdomen  was  opened.  The  pedicle  was  long  and  thick,  with 
three  half-turns  from  left  to  right,  not  tight  enough  to  strangulate  the 
vessels.  The  tumor  was  a  papillomatous  cystoma,  with  a  small  cyst  on 
the  left  side,  containing  a  thick  dermoid-like  fluid. 
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OBSTETRICS. 
United  States. 
A  Ca^e  of  Spondylolisthesis,  with  Description  of  the  Pelvis. 

J.  Whitridge  Williams  (Am. Gyn.Soc. Trans.,  Vol.  XXIV.,  1899) 
reports  the  case  of  a  colored  woman,  4  feet  10  inches  in  height,  aged 
twenty-two,  who  applied  to  the  Out-Patient  Obstetrical  Department  of 
the  Johns  Hopkins  Hospital  to  ask  for  care  in  her  approaching  confine- 
ment. As  she  was  noticeably  deformed,  a  careful  measurement  of  the 
pelvic  diameters  was  made.  Her  abdomen  was  pendulous,  and  the 
right  hip  was  larger  and  more  prominent  than  the  left.  There  was  a 
slight  scoliosis  involving  the  lower  dorsal  and  entire  lumbar  vertebrae, 
with  its  convexity  toward  the  left,  and  a  compensatory  curve  in  the 
opposite  direction  in  the  upper  part  of  the  spinal  column.  Just  above 
the  buttocks  a  rounded  protuberance,  thought  to  be  the  spine  of  the 
last  lumbar  or  the  first  sacral  vertebra,  projected  from  the  middle  line 
of  the  vertebral  column.  The  possibility  of  an  obliquely  contracted  pel- 
vis was  dismissed  upon  finding  the  crests  of  the  ilium  at  the  same  level. 
Vaginal  examination  showed  the  sacrum  to  be  concave  in  both  direc- 
tions, what  seemed  to  be  the  promontory  was  easily  reached  and  formed 
a  sharp  angle  with  the  rest  of  the  sacrum,  but  on  passing  the  finger 
upward  over  the  anterior  surface  of  the  sacrum,  it  was  arrested  by  a 
structure  which  overhung  the  sacrum.  This  was  found  to  be  the  body 
of  the  fifth  lumbar  vertebra,  so  displaced  downward  as  to  completely 
cover  the  anterior  surface  of  the  first  sacral  vertebra,  its  lower  margin 
being  opposite  the  articulation  between  the  first  and  second  sacral  ver- 
tebrae. The  bodies  of  the  fifth  and  fourth  lumbar  vertebrae  could  be  pal- 
pated. A  spondylolisthetic  pelvis  was  diagnosed,  and  an  examination  un- 
der ether  confirmed  this.  The  history  given  was  of  a  fall  in  her  thirteenth 
year,  when  the  right  hip  was  injured,  but  in  a  few  days  she  felt  well. 
Six  months  later  she  had  rheumatic  pains  in  both  hips  and  knees,  and 
after  that  noticed  that  the  right  hip  was  getting  higher  than  the  left. 
This  deformity  increased  for  about  three  years,  but  since  then  it  had 
remained  stationary.  She  carried  heavy  bundles  on  her  right  hip,  as 
carrying  a  weight  in  front  would  cause  her  to  fall  forward. 

Caesarean  section  was  advised,  but  positively  refused  by  the  patient 
and  her  friends.    She  said  that  she  had  given  birth  to  a  living  child 
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four  and  a  half  years  before,  after  an  easy  and  spontaneous  labor, 
Concluding  that  the  vertebral  column  did  not  obstruct  the  pelvic  inlet  as 
much  as  it  seemed  to  do,  symphyseotomy  was  decided  upon.  The 
writer  was  away  at  the  time  of  delivery.  When  seen  in  labor  the  cer- 
vix was  dilated,  and  the  head  presented,  freely  movable  above  the  pel- 
vic brim.  The  symphysis  was  divided  in  the  usual  way,  and  version 
performed  with  considerable  difficulty.  The  body  was  extracted  and 
the  head  delivered  with  great  difficulty  by  the  Mauricean  manoeuvre. 
The  symphyseotomy  wound  tore  into  the  vagina  and  there  was  a  bad 
haemorrhage.  The  vaginal  wound  was  closed  with  catgut  sutures,  and 
the  external  wound  in  the  usual  way.  On  the  third  day  there 
was  marked  abdominal  distention,  somewhat  relieved  by  a  rectal  tube. 
The  bowels  were  sluggish  and  the  general  condition  unsatisfactory. 
Fresh  dressings  were  applied  on  the  fifth  day  when  the  wound  looked 
well,  but  two  days  later  the  wound  was  found,  on  inspection,  to  have 
broken  down.  The  patient  suddenly  complained  of  dyspnoea,  and  died 
from  pulmonary  embolism  in  half  an  hour. 

Autopsy  was  delayed  four  days  to  obtain  the  consent  of  friends, 
and  the  body  was  so  decomposed  that  only  gross  lesions  could  be  made 
out.  There  was  no  evidence  of  peritonitis.  All  but  one  stitch  had 
pulled  out,  and  the  space  between  the  bladder  and  the  symphysis  was 
a  pus  cavity.  The  pubic  bones  were  approximated  and  the  pelvic  meas- 
urements made  as  follows :  Superior  strait,  antero-posterior  diameter, 
7.6  cm.  (from  symphysis  pubis  to  lower  margin  of  fourth  lumbar)  ; 
transverse  12. 1  cm.;  right  oblique,  12  cm.;  left  oblique,  12  cm.  Inferior 
strait:  antero-posterior  diameter,  10.75  cm-  >  transverse,  8.5  cm.;  dis- 
trance  between  the  ischial  spines,  9.5  cm.  Planes  of  greatest  pelvic 
dimensions  (Beckenweite)  :  antero-posterior  diameter,  12.8  cm.; 
transverse,  11.9  cm. 

The  pelvic  inclination  was  entirely  obliterated,  and  when  the  pelvis 
was  placed  so  as  to  give  the  vertebral  column  an  upright  position  the 
plane  of  the  superior  strait  was  parallel  to  the  horizon,  and  a  line  drawn 
horizontally  backward  from  the  upper  margin  of  the  symphysis 
impinged  upon  the  interior  surface  of  the  fourth  lumbar  vertebra  1  cm. 
above  its  lower  margin.  The  ileo-femoral  ligaments  were  under 
marked  tension.  The  entire  vertebral  column  was  slightly  deflected  to 
the  left.  The  entire  fifth  lumbar  vertebra  was  lengthened,  its  triangu- 
lar-shaped body  lying  in  front  of  the  first  sacral  vertebra.  The  articu- 
lar processes  of  the  last  lumbar  vertebra  were  firmly  synostosed  with 
the  upper  articular  process  of  the  first  sacral,  and  the  articular  processes 
of  the  fourth  and  fifth  lumbar  vertebrae  were  also  densely  fused  to- 
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gether.  Instead  of  being  in  the  same  vertical  line,  the  inferior  articu- 
lar processes  of  the  last  lumbar  vertebra  were  in  the  normal  position, 
while  the  superior  processes  were  about  2  cm.  anterior  to  them ;  this 
separation  was  due  to  a  lengthening  and  flattening  of  the  interarticular 
portion  of  the  vertebra.  The  greater  part  of  the  posterior  and  inferior 
surface  of  this  vertebra  were  worn  away  where  they  came  in  contact 
with  the  promontory  of  the  sacrum,  while  all  trace  of  the  latter  ha1 
disappeared,  and  its  place  taken  by  an  irregularly  shaped  depression. 
The  neural  canal  of  the  last  lumbar  was  lengthened  and  measured  3.5 
cm.  in  its  antero-posterior  diameter;  this  wasduetoa  lengthening  of  the 
interarticular  portion  of  the  vertebra,  which  on  the  left  showed  a  ver- 
tical fissure,  while  on  the  right  were  two  fissures,  one  at  the  center  and 
the  other  at  the  anterior  end.  The  margins  of  the  fissures  were  in 
apposition ;  upon  soaking  the  parts  in  warm  water  it  was  found  that 
a  certain  amount  of  motility  existed  between  the  anterior  and  posterior 
portion  of  the  last  lumbar;  upon  pressure  these  fissures  separated  sev- 
eral millimeters,  and  the  space  between  was  filled  with  a  fibrous  mass. 

History.  The  term  spondylolisthesis  was  first  used  by  Kilian  in 
1853,  wno  reported  two  cases.  Single  cases  were  reported  by  several 
writers,  each  of  whom  advanced  a  different  theory  as  to  the  etiology. 
The  first  American  case  was  reported  by  Blake  in  1867,  who  attributed 
the  deformity  to  the  rapid  increase  in  weight  of  the  patient,  who  gained 
ninety-eight  pounds  during  pregnancy.  The  various  theories  were 
classified  and  criticised  by  Neugebauer  in  his  monograph  which  ap- 
peared in  1882.  He  was  able  to  present  twenty-six  cases.  He  stated 
that  in  no  instance  was  the  fifth  lumbar  vertebra  dislocated  forward 
in  toto,  but  a  lengthening  of  the  interarticular  portion  enabled  its  body 
to  slip  forward  over  promontory  of  the  sacrum,  while  its  in- 
ferior articular  processes  retained  their  normal  relation  with  the  upper 
articular  process  of  the  sacrum.  In  1885  he  stated  that  in  one  case  he 
had  found  forward  displacement  of  the  whole  vertebra,  rendered  possi- 
ble by  fracture  of  the  superior  articular  process  of  the  sacrum.  In 
1892  he  published  a  complete  bibliography  of  the  subject,  showing  that 
100  cases  had  been  observed.  Lane,  in  1885,  declared  his  belief  that 
the  deformity  was  comparatively  common  among  men  who  had  spent 
their  lives  as  coal  heavers  and  in  similar  hard  work.  Chiari,  in  1892, 
studied  the  etiology  of  the  recorded  cases,  and  arrived  at  the  conclusion 
that  no  single  cause  was  responsible  for  all  cases,  and  divided  the 
causes  into  two  categories,  as  follows : 

First  category:  Abnormal  conditions  in  the  lumbo-sacral  articular 
processes,  which  may  permit  the  entire  last  lumbar  vertebra  to  slide 


Abstracts. 


169 


forward:  (1)  Abnormalities  in  development,  (2)  destruction  by  dis- 
ease, (3)  fracture,  (4)  luxation. 

Second  category :  Abnormal  conditions  by  which  the  body-weight 
acting  upon  the  last  lumbar  vertebra  may  lead  to  its  elongation,  so 
that  its  anterior  portion  can  slide  forward:  (1)  Abnormalities  in  the 
development  of  the  arch  of  the  last  lumbar  vertebra;  (2)  pathological 
softening  or  destruction  of  the  same;  (3)  fracture  of  the  same;  (4) 
changes  in  shape  of  the  normal  last  lumbar  vertebra  resulting  from 
excessive  action  of  the  body-weight  as  transmitted  through  the  verte- 
bral column. 

This  deformity  occurs  more  often  in  women  than  in  men,  only  6.5 
per  cent,  of  the  recorded  cases  being  men.  In  a  few  instances  indica- 
tions of  the  deformity  were  noted  in  early  childhood ;  in  the  majority 
it  appeared  about  the  age  of  puberty.  Most  of  the  cases  recorded  were 
in  women  who  performed  hard  manual  labor,  often  in  the  fields.  At 
the  present  writing  123  cases  have  been  noted,  only  five  in  this  coun- 
try, and  two  of  these  were  in  men  in  whom  the  diagnosis  was  based 
upon  lumbar  lordosis  following  traumatism,  and  was  not  confirmed 
by  recognition  of  the  displaced  body  of  the  last  lumbar  vertebra  by 
rectal  examination.  In  the  writer's  case  it  is  evident  that  the  de- 
formity had  increased  after  the  birth  of  her  first  child,  thus  leading  to 
the  error  in  substituting  symphysiotomy  for  Caesarean  section. 

Maternal  Impressions. 

Henry  F.  Lewis  {Illinois  Med.  Jour.,  November,  1899)  says 
that  as  a  rule,  when  a  child  is  born  possessing  any  marked  peculiarity, 
great  ingenuity  is  displayed  in  ferreting  out,  in  the  history  of  the 
pregnancy,  some  fright  or  mental  shock  that  can  be  considered  the 
cause  of  the  phenomenon.  Even  the  most  intelligent  doctors,  in  report- 
ing the  birth  of  a  monster,  indulge  in  speculations  upon  the  probable 
maternal  impression  which  produced  it. 

If  there  is  any  truth  in  the  theory,  then  all  cases  of  peculiar  deform- 
ity should  have  some  definite  history  of  maternal  impression  corre- 
sponding to  the  condition  of  the  child;  and  conversely,  every  case  of 
extreme  mental  shock  or  fright  should  result  in  the  birth  of  a  monster ; 
but  neither  of  these  statements  hold  true.  Neither  do  the  malforma- 
tions correspond  in  the  least,  in  many  cases,  to  the  object  which  con- 
veyed the  shock  to  the  mother.  As  a  matter  of  fact  monsters  and 
anomalies  follow  as  definite  laws  of  elassification  and  etiology  as  do 
other  natural  phenomena.    How  account  by  maternal  impression  for 
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such  examples  of  internal  malformation  as  transposition  of  viscera, 
bifid  uterus,  supernumerary  spleen,  etc.?  It  is,  moreover,  inconceivable 
that  a  maternal  impression  should  remove  structures  already  formed. 
Most  of  the  organs  are  well  on  in  development  during  the  early  weeks 
of  pregnancy,  while  "maternal  impressions"  are  usually  dated  from  the 
fourth  month  or  later.  It  is  even  more  inconceivable  that  any  mental 
condition  should  be  able  to  add  superfluous  members. 

Monstrosities  are  more  common  among  domestic  animals  and  fowls 
than  among  men.  They  are  even  relatively  common  among  reptiles, 
fishes  and  insects,  not  to  mention  nuts,  oranges  and  corncobs.  The 
strongest  blow  to  this  theory  lies  in  the  results  of  experiments  in  the 
production  of  monsters  artificially.  Monstrosities  can  be  produced  in 
the  embryos  of  birds,  by  experiments  on  the  eggs,  exactly  like  those 
which,  occurring  in  human  foetuses,  are  ascribed  to  mental  impressions 
on  the  part  of  the  mother. 

Symphysiotomy. 

H.  McKenna  (Ibid.)  says  that  the  history  of  the  first  century  of 
symphysiotomy  is  one  of  discouragements.  Nor  does  the  present 
maternal  mortality  in  America  do  justice  to  the  operation.  So  many 
have  been  operated  upon  when  in  a  hopeless  condition  that  the  statis- 
tics are  misleading.  Under  the  same  conditions,  the  prospect  for  these 
women  under  any  plan  of  treatment  or  any  operation  would  have  been 
unfavorable.  Symphysiotomy  is  so  simple,  and  demands  so  little  in  the 
way  of  special  instruments,  that  any  physician  of  ordinary  ability  may 
perform  it.  The  technique  is  immaterial  so  long  as  it  is  clean  and 
expeditious.  In  order  for  a  satisfactory  result  the  patient  must  be  free 
from  sepsis,  and  not  exhausted  and  injured  by  a  long  labor  or  futile 
efforts  to  deliver  her.  The  after-treatment  demands  absolute  immobil- 
ity of  the  divided  symphysis  and  daily  inspection  and  dressing  of  the 
wound  by  the  attending  physician.  Especially  arranged  beds  and 
apparatus  are  convenient,  but  not  absolutely  necessary  to  the  success 
of  the  operation.  Ordinary  bandages,  strengthened  and  held  in  place 
by  bands  of  adhesive  plasters,  and  an  ordinary  bed,  have  given  good 
results  in  the  writer's  experience.  The  simplicity  of  the  operation  per- 
mits of  its  being  done  in  the  patient's  home  and  by  her  own  physician. 

Displacements  of  the  Pregnant  Uterus. 

A.  B.  Anderson  (Western  Med.  Review,  Nov.  15,  1899)  says  that 
anterior  displacement  of  the  pregnant  uterus  is  of  much  rarer  occur- 
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rence  than  posterior  displacement,  but  when  it  does  occur  it  causes  irri- 
tation of  the  bladder,  lancinating  pains  across  the  lower  part  of  the 
abdomen,  and  marked  aggravation  of  the  gastric  disturbances.  Where 
it  exists  in  connection  with  a  pendulous  abdomen  great  discomfort  is 
caused  and  labor  may  be  interfered  with.  Supporting  bandages  to  the 
abdomen,  with  massage  methodically  and  thoroughly  applied,  will  do 
good. 

Retroversions  and  flexions  of  the  pregnant  uterus  may  occur  by 
accident,  or  the  pregnancy  may  take  place  in  an  already  dislocated 
uterus.  The  cause  may  lie  in  a  roomy  pelvis  with  lax  attachments  and 
undue  mechanical  violence ;  small  fibroids  may  also  cause  displace- 
ments. In  acute  posterior  displacements  the  treatment  is  to  empty  the 
bladder,  place  the  woman  in  the  knee-chest  position,  elevate  the  peri- 
neum, and  push  up  the  fundus.  When  pregnancy  is  advanced,  it  is  an 
advantage  to  direct  the  force  toward  the  sacro-iliac  synchondrosis;  if 
this  does  not  prove  effectual,  grasp  the  cervix  with  the  volsella  and 
draw  down  on  the  uterus,  at  the  same  time  pushing  the  uterus  forward 
by  two  fingers  in  the  posterior  cul-de-sac.  In  case  of  adhesions,  push 
the  uterus  as  far  forward  as  possible  and  block  with  wool  tampons. 
Repeat  this  often,  pushing  the  uterus  forward  a  little  farther  each  time, 
if  possible.  The  patient  should  be  instructed  to  avoid  the  dorsal  posi- 
tion and  lie  as  nearly  as  possible  on  her  face. 

Irrigation  of  the  Intestines  with  Hot  Water  in  Collapse  during  Labor. 

G.  F.  Inglott  {British  Med.  Jour.,  Nov.  4th,  1899)  when  called 
to  a  patient  in  her  second  confinement  found  labor  well  advanced,  the 
pains  severe,  membranes  ruptured,  and  amniotic  fluid  nearly  all  drained 
away.  The  woman  seemed  strong  and  vigorous.  The  presentation 
was  a  head,  with  occiput  to  the  left.  Suddenly,  during  a  severe  pain, 
the  patient  went  into  collapse,  with  rapid,  very  feeble  pulse,  and  the 
entire  body  bathed  in  a  cold  perspiration.  Having  Cantani's  irrigator 
at  hand,  a  large  quantity  of  hot  water  was  injected  into  the  bowels. 
The  woman  almost  immediately  rallied,  the  pulse  became  stronger,  for- 
ceps were  applied  and  a  healthy  child  was  delivered.  Convalescence 
was  uneventful. 

Great  Britain. 

The  Antenatal  and  Intranatal  Factors  in  Neonatal  Pathology.  An 
Attempt  to  explain  the  Peculiarities  of  the  Morbid 
States  of  the  Newborn. 

J.  W.  Ballantyne  (The  Jour,  of  the  Amer.  Med.  As.,  Nov.  18, 
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1899)  says  that  the  period  of  life  which  has  been  termed  that  of  "the 
newborn  infant,"  may  be  regarded  as  beginning  with  the  first  maternal 
labor  pain  and  ending  about  the  close  of  the  first  month  of  life.  The 
physiology  and  the  pathology  of  this  period  differ  so  markedly  from 
the  conditions  peculiar  to  other  periods  of  extra-uterine  life  that  a 
nomenclature  has  arisen  in  which  the  term  "neonatorum"  is  added  to 
the  name  of  the  disease, 

This  neonatal  period  may  be  divided  into  the  intranatal,  during 
which  the  child  is  passing  through  the  birth-canal,  and  the  truly 
neonatal,  during  which  the  child's  organism  is  adjusting  itself  to  its 
environments. 

That  birth,  even  under  so-called  normal  conditions,  is  a  period  of 
traumatism  to  the  infant,  cannot  be  denied.  From  five  to  six  days  is 
required  for  the  cranial  diameters  to  regain  their  antenatal  relative 
length.  While  it  may  be  said  that  this  head-moulding  is  so  con- 
stant as  not  to  be  considered  pathologic,  yet  the  same  amount  of  dis- 
tortion produced  by  any  cause  acting  after  birth  would  certainly  be 
regarded  as  morbid.  The  cranial  deformity  may  be  intensified  by  what 
is  called  the  "caput  succedaneum,"  in  its  morbid  anatomy  simply  a 
bruise.  Facial  paralysis  may  be  due  to  pressure  from  the  contracted 
maternal  pelvis  or  the  forceps  on  the  facial  nerve  at  the  point  of  emer- 
gence. Fractures  of  the  long  bones,  dislocations  and  wounds  of  vari- 
ous kinds  occur  during  birth.  Haemorrhages  into  the  cranium  and 
spinal  canal,  the  kidneys,  liver,  stomach,  intestine,  testicles,  into  the 
sternomastoid  and  other  muscles  are  often  the  results  of  the  traumatism 
of  birth.  A  case  of  fatal  intestinal  obstruction  was  found  by  Spencer  to 
be  due  to  a  haematoma  of  the  caecum  which  had  blocked  the  bowel. 

To  this  list  of  traumatisms  must  be  added  the  intranatal  infections, 
such  as  gonococcic  infection  of  the  eyes,  the  vulva  or  vagina  of  an  infant 
from  maternal  secretions.  This  latter  danger  is  a  strong  argument  in 
favor  of  thorough  cleansing  of  the  vaginal  canal  during  labor.  The 
period  of  readjustment  subjects  the  infantile  organism  to  a  severe 
stain,  and  while  not  in  itself  pathologic  it  may  at  any  moment 
become  so.  The  change  from  an  intra-uterine,  almost  parasitic  life,  to 
an  extra-uterine  and  independent  one.  is  tremendous.  The  umbilical 
vein,  which  had  been  the  channel  of  supply,  may  become  an  avenue  of 
infection.  Streptococci  may  gain  entrance,  giving  to  erysipelas  neona- 
torum its  peculiar  character.  The  fatality  of  germ  infection  in  the  new- 
born is  terrible,  and  the  low  power  of  resistance  to  pathogenic  microbes 
has  been  ascribed  to  various  causes.  The  physiologic  desquamation  of 
the  cuticle  renders  the  entrance  of  germs  easier;  and,  again,  the  inter- 
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nal  defenses  are  weak,  as  is  shown  by  defective  phagocytosis  and  the 
feebleness  of  the  febrile  reaction.  The  thymus  and  thyroid  which  per- 
haps form  the  beneficent  phagocytes  during  intra-uterine  life,  cease  at 
birth  to  do  so  actively,  while  the  spleen  and  lymphatics  are  not  yet  in 
full  working  order. 

The  so-called  idiopathic  icterus  neonatorum  has  many  pathogenic 
explanations  attached  to  it,  but  all  point  to  the  factor  of  physiologic 
readjustment.  The  new  circulatory  requirements  fail  to  be  complied 
with  in  some  way.  But  neither  the  traumatism  of  birth  nor  the  diffi- 
culties surrounding  the  adjustment  to  new  environments  will  satisfac- 
torily explain  all  the  morbid  conditions  often  present  in  the  new-born. 
The  impress  of  nine  months  of  active  intra-uterine  life  is  on  the  infant 
at  birth.  Its  effects,  pathologic  as  well  as  physiologic,  are  projected 
into  neonatal  life. 

About  once  in  300  labors  there  appears  on  the  infant's  head  on  the 
first  to  the  third  day  after  delivery  a  tumor  having  a  soft  center  and  a 
hard  periphery.  It  follows  both  easy  and  difficult  labors,  and  can  only 
be  properly  explained  by  Fere's  theory.  At  the  postero-superior  angle 
of  the  right  parietal  bone,  usually  the  site  of  this  tumor,  fissures  run- 
ning in  the  bone  in  a  radiate  ma.nner  sometimes  occur,  the  sagittal 
fissure  occasionally  united  with  a  similar  one  on  the  opposite  side 
forming  the  fontanelle  of  Gerdy.  In  these  cases  slight  pressure  will 
cause  extension  of  the  fissures  and  ruptures  of  the  blood-vessels  cross- 
ing them,  and  effusion  of  blood  will  take  place  under  the  pericranium, 
easily  separable  from  the  bone  at  this  point.  Thus  the  cephalhema- 
toma is  due  to  antenatal  delayed  ossification  in  the  region  "obelion." 

Jaundice  in  the  new-born  can  not  always  be  due  to  the  readjust- 
ment of  the  organism.  Syphilitic  hepatitis,  or  congenital  obliteration 
of  the  bile  ducts  may  cause  fatal  cases  of  icterus  neonatorum. 
Facial  paralysis,  though  usually  due  to  birth  traumatism,  may  be 
due  to  a  morbid  antenatal  state ;  in  such  cases  the  paralysis  persists  for 
a  long  time.  Dislocations  of  the  hip  and  club  foot  are  no  longer  con- 
sidered due  to  accidents  at  birth,  but  are  attributed  to  several  antenatal 
causes.  External  violence  to  the  mother's  abdomen  during  pregnancy ; 
pressure  of  the  amniotic  fluid ;  primary  alteration  of  the  nervous  sys- 
tem, causing  either  retraction  or  paralysis  of  the  peri-articular  muscles ; 
and  intra-uterine  destruction  of  the  tissues  of  the  joint  are  theories 
based  on  fcetal  pathology ;  but  embryonic  morbid  changes,  and  arrested 
development  of  the  acetabulum  or  other  parts  have  been  also  adduced 
in  explanation. 
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Fractures  in  the  new-born  usually  point  to  birth-traumatism,  but 
very  often  the  predisposing  cause  lies  in  deficient  ossification. 

Sclerema  neonatorum  was  supposed  to  result  from  chilling  of  the 
new-born  infant,  but  congenital  anomalies  of  the  lymphatics,  or  ante- 
natal lesions  of  the  thermic  centers  are  now  considered  better  explana- 
tions. In  two  cases  under  the  writer's  observation  congenital  absence 
of  the  vernix  caseosa  was  followed  by  severe  eczema. 

It  is  evident  that  these  three  factors  must  all  be  considered  if  the 
characters  of  the  diseases  of  new-born  infants  are  to  be  understood. 

Pregnancy  occurring  in  a  Patient  with  a  Double  Uterus  and  a  Double 

Vagina. 

C.  J.  Glasson  (The  Lancet,  Nov.  4,  1899 J  reports  a  case  of  a 
primipara  whom  he  first  saw  at  the  time  of  confinement.  She  had  been 
in  labor  some  hours,  with  strong  pains,  the  membranes  had  ruptured,  but 
the  child  was  making  no  progress.  On  examination  the  presenting 
head  was  felt  through  a  thick  membrane,  the  os  could  not  be  felt. 
After  withdrawing  the  examining  finger  and  inserting  it  again,  the 
child's  head  was  felt  pressing  on  a  thick  band  of  tissue.  On  separating 
the  vulva  a  thick  septum  was  seen  stretching  anteriorly  and  posteriorly 
across  the  vagina.  The  pains  became  powerful  and  the  upper  portion 
of  the  septum  tore  through.  By  pressing  the  head  to  one  side  it  came 
down  on  the  perinaeum  and  suddenly  the  lower  attachment  of  the  sep- 
tum gave  way.  The  child  was  large  and  healthy,  with  a  mark  across 
the  head  where  it  had  pressed  on  the  septum.  Recovery  was  perfect. 
Examination  a  month  later  showed  the  external  genitals  to  be  normal, 
but  the  remains  of  the  septum  still  divided  the  vagina  into  two  parts, 
Two  uteri  could  be  felt,  one  pointing  to  the  left,  the  other  to  the  right, 
and  entirely  distinct  from  one  another.  Only  two  ovaries  could  be  felt. 
Menstruation  had  always  been  scanty  and  irregular. 

Notes  on  the  Origin  of  Sex. 

Arthur  Frederick  Davenport  (Intercol.  Med.  Jour,  of  Austra- 
lasia, Oct.  20,  '99)  says  that  the  results  of  statistics,  compiled  from 
some  millions  of  births  throughout  Europe,  places  the  ratio  of  males  to 
females  as  106  to  100.  In  striking  contrast  to  this  average  is  the  dis- 
proportion of  sexes  often  found  in  individual  families.  If  it  be  possible 
to  discover  the  cause  of  this  disproportion  by  studying  the  parents,  may 
not  the  question  of  sex  be  solved  ?  During  a  twelve  months'  residence  in 
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a  hospital  in  Dublin,  the  writer  visited  from  400  to  500  families,  con- 
taining no  less  than  three  children  each,  while  some  had  more  than 
twelve.  A  total  of  2,540  children  was  noted — 1,313  males,  1,227 
females ;  and  yet  in  some  families  the  children  were  all  males,  in  others 
all  females.  The  results  of  this  investigation  showed  that  in  families 
containing  a  preponderance  of  male  children,  the  mother  was  relatively 
more  vigorous,  and  in  better  health,  than  her  husband,  while  the  con- 
verse was  true  in  families  where  the  females  were  in  the  majority.  The 
hereditary  constitution  is  an  important  factor,  especially  with  respect 
to  procreative  ability.  The  conclusion  arrived  at  may  be  formulated 
thus :  "The  sex  of  the  child  is  determined  at  the  moment  of  conception, 
and  is  the  opposite  to  whichever  parent  is  at  that  moment  in  relatively 
the  more  vigorous  health." 

The  theory  was  tested  by  a  series  of  experiments  upon  dogs,  keep- 
ing the  male  in  confinement  and  on  a  limited  diet,  while  the  female 
had  exercise  and  bountiful  food.  The  result  of  conception  following  a 
two  weeks'  course  of  this  treatment  was  a  litter  of  five  male  pups. 
Reversing  the  conditions  the  following  year,   females  were  the  result. 

A  prominent  breeder  in  New  South  Wales  said  that  when  he  desired 
to  obtain  a  heifer  from  a  given  pair  of  cattle,  he  stall-fed  the  bull  and 
turned  the  cow  out  to  grass  for  a  definite  period,  and  had  rarely  been 
disappointed  in  securing  the  heifer. 

The  first  experiment  on  man  was  on  a  German,  who  was  deplor- 
ing the  fact  that  all  of  his  eight  children  were  boys.  His  wife  was  a 
fine  woman,  of  excellent  physique  and  good  family  history.  He  had 
come  to  Australia  to  check  threatened  pulmonary  trouble.  A  surgical 
operation,  confining  the  wife  to  bed  for  three  weeks  was  necessary 
about  this  time,  and  during  her  illness  the  husband  was  placed  on  a 
generous  diet,  regular  hours  and  tonics.  The  wife,  enfeebled  by  her 
operation,  was  thus  relatively  inferior  in  health  for  a  time.  Nine 
months  later  she  gave  birth  to  the  desired  daughter. 

In  thirty-nine  families  this  plan  has  been  tried  with  success  in  thir- 
ty-two cases.  In  four  instances  no  conception  occurred.  The  plan  of 
treatment  is  to  proscribe  all  sexual  intercourse  for  one  month,  then 
build  up  the  weaker  parent  in  every  possible  way.  The  stronger  par- 
ent is  correspondingly  depressed  by  a  low  diet  of  non-nitrogenous  food, 
a  minimum  allowance  of  sleep  with  a  maximum  of  sedentary  or  brain 
work,  and  two  weeks  of  nerve  sedatives,  bromide,  iodide,  etc.  The 
last  mentioned  has  acted  particularly  well  as  a  temporary  depressant. 
At  the  expiration  of  the  month,  intercourse  is  permitted  on  the  third 
day  after  the  cessation  of  menstruation.    Schenck's  theory  upholds  this 
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view,  for  is  not  the  glycosuric  mother  relatively  the  weaker  parent? 
By  treating  her  for  this  condition  and  thus  rendering  her  health  more 
perfect,  the  balance  may  be  turned  the  other  way  and  a  male  child 
result. 

C cesarean  Section  for  Obstruction  to  Labor  Due  to  Cancer  of  the 

Cervix. 

Hubert  M.  Earle  {The  Lancet,  November  18,  1899)  reports  a 
case  of  a  native  woman  brought  into  the  Eden  Hospital  in  Calcutta  in 
labor.  The  cervix  was  partly  dilated  but  so  blocked  by  a  mass  of 
epithelioma  which  involved  the  surrounding  tissues  to  a  considerable 
extent,  rendering  the  delivery  of  a  living  child  per  vaginam  an  impos- 
sibility. As  the  child  was  alive,  Caesarean  section  was  performed  under 
ether  anaesthesia.  The  child  weighed  5  lb.  4  oz.  and  lived  nearly  four 
days,  dying  of  marasmus.  No  attempt  was  made  to  remove  the  uterus 
as  the  disease  was  so  far  advanced.  The  patient  was  almost  dead  at  the 
close  of  the  operation  but  revived  somewhat  under  hypodermic  injec- 
tions of  strychnine  and  ether,  with  auto-transfusion  and  the  subcu- 
taneous injection  of  three  pints  of  saline  solution.  All  nourishment  had 
to  be  adminstered  by  mouth,  as  she  could  not  retain  nutritive  enemata. 
It  was  three  days  before  the  pulse  was  perceptible,  or  the  temperature 
rose  to  normal.  There  was  no  discharge  either  lochial  or  cancerous  until 
three  weeks  after  the  operation,  when  the  cancerous  discharge  reap- 
peared. The  abdominal  wound  healed  quickly  and  perfectly,  and  the 
patient  was  in  a  comfortable  condition. 


PEDIATRICS. 
United  States. 

Forcible  Correction  of  the  Angular  Deformity  resulting  from  Spinal 

Caries. 

Edward  H.  Bradford  and  Robert  H.  Vose  {Ann.  of  Surg.,  No- 
vember, 1899)  estimate  the  indications  for  this  form  of  treatment  ac- 
cording to  the  stage  of  the  disease;  where  complete  osseous  ankylosis 
has  taken  place,  it  is  unsurgical  to  attempt  to  straighten  it;  in  other 
cases,  in  proportion  as  the  ossifying  osteitis  is  more  extensive  than  the 
destructive  osteitis,  operative  methods  become  less  desirable ;  moreover, 
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where  the  front  of  the  spine  is  surrounded  by  an  abscess,  forcible 
straightening  would  manifestly  be  dangerous.  Dr.  Vose  has  analyzed 
the  results  of  610  cases  as  follows:  The  length  of  time  elapsed  varied 
from  two  days  to  two  and  a  half  years.  Of  the  separately  detailed 
cases,  7  were  over  one  year  old,  35  over  six  months,  25  over  three 
months,  and  20  under  six  months.  The  deaths  reported  numbered  21, 
of  which  5  were  from  meningitis,  4  from  general  tuberculosis,  4  from 
trauma  of  the  operation,  3  from  intercurrent  disease,  and  5  were  un- 
stated. The  autopsies  (one  of  which  was  two  and  a  half  years  subse- 
quent to  operation)  all  showed  considerable  trauma  and  no  effectual 
effort  at  repair.  Of  immediate  dangers,  7  cases  showed  respiratory 
embarrassment,  6  pain,  and  2  severe  shock.  In  18  cases  abscess  was 
reported  present  before  the  operation ;  in  4  it  was  ruptured,  in  5  either 
benefited  or  absorbed,  and  in  2  appeared  subsequently.  Paralysis  was 
present  before  the  operation  in  31  cases,  was  completely  or  partially 
relieved  in  17,  not  relieved  in  2,  not  stated  in  8,  while  a  partial  paraly- 
sis appeared  in  4.  The  "general  condition"  of  7  cases  was  reported 
as  distinctly  improved.  The  direct  effect  on  the  deformity  at  the  time 
of  operation  was  stated  in  229  cases  as  complete  correction  in  119, 
incomplete  correction  in  94,  and  no  gain  in  16  cases.  Three  months 
later,  of  67  cases  with  some  gain,  17  had  showed  no  relapse,  44  a  partial 
relapse,  and  5  a  total  relapse. 

The  amount  of  force  required  varies,  of  course,  according  to  the 
amount  of  cicatrizing  osteitis.  The  less  force,  the  less  the  danger  and 
discomfort;  less  power  also  is  required  when  used  to  a  mechanical  ad- 
vantage. At  the  Boston  Children's  Hospital  an  appliance  has  been 
used  for  two  years  which  consists  of  a  movable  upright,  arranged  to 
support  a  zinc  plate  devised  so  as  to  press  on  each  side  of  the  vertebral 
spines;  the  upright  being  raised,  the  head  and  pelvis  hang  from  the 
suspended  trunk,  and  thus  exercise  a  strong  force  upon  the  deform- 
ity, which  force  may  be  increased  by  traction  if,  as  seems  hardly  wise, 
great  violence  be  required.  This  method  has  given  remarkably  suc- 
cessful results,  does  not  require  an  anaesthetic,  permits  the  ready  appli- 
cation of  the  jacket,  and  causes  little  discomfort.  If  the  disease  be  in 
the  dorsal  region,  head  support  may  be  furnished  by  a  stiffened  leather 
collar,  padded  with  felt,  and  included  in  the  plaster;  or  one  of  the 
various  ordinary  head  supports  may  be  used,  or  the  whole  head  in- 
cluded in  the  plaster  bandage.  Successive  jackets  should  be  applied, 
gradual  correction  being  preferable  to  the  employment  of  great  force 
at  a  single  sitting.  Retention  is  as  important  as  correction,  the  tend- 
ency of  the  cicatrizing  tissues  being  to  reproduce  the  curve,  even  when 
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it  has  been  thoroughly  corrected ;  and  the  cicatrization  takes  a  long  time. 
For  retention,  properly  applied  plaster  jackets  serve  best.  The  opera- 
tion of  forcible  correction,  then,  is  limited  not  only  by  a  judicious  selec- 
tion of  cases,  but  by  the  possibility  of  carrying  out  proper  after  treat- 
ment ;  but  also  in  early  cases  deformity  below  the  upper  dorsal  region 
may  be  prevented  or,  if  it  have  occurred  with  not  too  much  cicatrizing 
osteitis,  corrected. 

A  simple  and  equally  efficient  way  of  correcting  the  deformity  in 
suitable  cases  is  to  sling  the  child  from  a  cross-bar  by  means  of  a  cloth 
passed  under  the  greatest  prominence  of  the  projection;  a  thick  layer 
of  felt  is  placed  between  to  protect  the  spinous  processes ;  the  cross-bar 
being  raised  by  a  pulley,  and,  if  necessary,  counter  traction  made  upon 
the  head  and  pelvis,  any  amount  of  force  can  be  applied  to  the  correc- 
tion of  the  deformity.  If  now  a  sand-bag  be  placed  under  the  head, 
plaster  bandages  can  be  applied  around  the  sling;  the  latter  can  be 
afterwards  cut  off  and  the  opening  covered  by  an  extra  layer  of  band- 
age. In  the  opinion  of  the  writer,  forcible  correction  is  hardly  the 
term  to  apply  to  methods  such  as  these ;  rather,  he  would  call  them  rec- 
tifications of  the  curve  of  Pott's  disease. 

A  Clinical  Study  of  the  Lymphatic  Glands  in  One  Hundred  Cases  of 

Scarlet  Fever. 

Jay  F.  Schamberg  (Ann.  of  Gyn.  and  Ped.,  December,  1899) 
gives  the  tabulated  results  of  an  examination  of  the  superficial  glands 
in  100  cases  of  scarlatina.  The  table  may  be  summarized  as  follows : 
The  inguinal  glands  were  enlarged  in  100  per  cent.,  to  the  size  of  a 
pea  m  23  per  cent.,  to  the  size  of  a  bean  in  77  per  cent. ;  the  axillary 
glands  were  enlarged  in  96  per  cent.,  the  maxillary  glands  in  95  per 
cent.,  the  posterior  cervical  in  77  per  cent.,  the  anterior  cervical  in  44 
per  cent.,  the  submaxillary  in  36  per  cent.,  the  epitrochlear  in  26  per 
cent,  and  the  sublingual  in  25  per  cent.  The  axillary  glands  were  in 
the  main  enlarged  to  the  size  of  a  pea  or  bean,  the  epithochlear  from  the 
size  of  a  lentil  to  a  pea,  the  axillary  glands  from  a  pea  to  an  almond, 
the  sublingual  scarcely  ever  larger  than  a  lentil,  the  submaxillary  from 
a  pea  to  an  almond,  the  anterior  and  posterior  cervical  from  a  pea  to 
a  bean ;  while  the  maxillary  reached  the  largest  size,  varying  from  a 
pea  to  an  orange,  averaging  perhaps  the  size  of  an  almond.  The  pa- 
tients were  examined  from  the  second  to  the  fifteenth  day. 

The  writer's  hope  was  that  the  study  might  be  of  aid  in  differential 
diagnosis.   A  study  of  the  glandular  intumescence  of  25  cases  of  diph- 
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thefia  was  made,  with  the  result  that  in  general  it  seemed  to  be  less 
than  in  scarlatina  though  it  reached  as  great  a  degree  in  some  cases. 
As  a  diagnostic  aid,  therefore,  between  scarlatina  and  diphtheritic  cases 
with  scarlatiniform  rashes,  the  glandular  condition  is  probably  of  not 
great  value,  though  the  writer  thinks  that  a  well-marked  enlargement 
of  all  the  superficial  glands,  especially  the  epitrochlear  and  axillary, 
would  tend  to  throw  the  balance  in  favor  of  scarlet  fever.  In  differ- 
entiating measles,  the  glands  would  be  of  little  value,  though  the 
glandular  enlargement  of  measles  may  be  said  not  to  be  so  well  marked 
as  that  of  scarlatina.  The  examination  would  seem  to  be  of  the  greatest 
value  in  differentiating  the  eruptions  grouped  under  the  head  of 
erythema  scarlatinoides,  but  the  writer  has  not  had  the  opportunity 
of  observing  the  condition  of  the  glands  in  the  latter  class  of  cases. 

In  the  cases  enumerated  the  writer  tried  to  eliminate  previously 
enlarged  glands ;  and  this  is  possible  to  a  certain  extent,  as  a  recently 
enlarged  gland  has  a  different  feel  from  an  old  one.  The  extent 
of  glandular  intumescence  does  not  seem  to  be  proportionate  to  the 
severity  of  the  rash,  but  in  general  rather  to  the  intensity  of  the 
toxaemia. 

Persistent  Thyro-Glossal  Duct. 

George  Armstrong  {Ann.  of  Surg.,  December,  1899)  reports  the 
case  of  a  boy  of  six  years,  in  whom  about  a  year  before  a  small  lump 
the  size  of  a  pea  had  been  noticed  in  the  median  line  of  the  neck  about 
three  centimetres  below  the  hyoid  bone ;  at  this  time  it  was  as  large  as  a 
filbert  and  the  skin  had  become  red  and  inflamed.  It  was  somewhat 
painful,  and  whenever  the  boy  swallowed,  the  lump  was  drawn  upward, 
inward  and  backward,  the  surrounding  skin  being  thrown  into  a  circu- 
lar fold  about  it,  no  doubt  secondary  to  adhesive  inflammation  between 
the  cyst  wall  and  skin.  The  tumor  was  soft  and  fluctuating,  but  from 
it  a  hard  cord  could  be  felt  extending  to  the  centre  of  the  lower  border 
of  the  hyoid  bone.  The  writer  was  much  puzzled  by  the  condition  but 
incised  the  tumor  and  scraped  it  out  with  a  Volkmann  spoon,  the  con- 
tents ebing  not  purulent,  but  of  a  thick,  gelatinous  character,  turbid  and 
colloid-like.  Shortly  afterward  the  writer  found  an  article  by  Murray 
in  the  British  Medical  Journal  which  explained  the  condition :  a  median 
diverticulum  of  the  hypoblast  lining  the  phraynx  of  the  embryo  per- 
sists as  a  time  as  a  hollow  vesicle,  from  which  a  small  canal,  the  thyro- 
glossal  duct,  leads  to  an  opening  on  the  dorsal  surface  of  the  tongue. 
Later  the  vesicle  becomes  solid,  the  duct  disappearing  and  the  external 
opening  on  the  surface  of  the  tongue  remaining  as  the  foramen  caecum. 
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In  some  cases  the  thyro-glossal  duct  does  not  become  obliterated  but 
persists  as  the  lingual  duct,  which  has  been  traced  from  the  foramen 
caecum  as  far  as  the  hyoid  bone ;  and  in  some  cases  the  middle  lobe 
of  the  thyroid  is  continued  upward  as  a  narrow  tube,  the  thyroid  duct, 
to  the  hyoid  bone.  In  the  writer's  case  the  cyst  refilled  and  presented 
the  same  condition  as  before.  At  a  second  operation  the  cyst  was 
opened  and  emptied,  and  it  was  found  possible  to  pass  a  fine  silver 
probe  along  the  duct  up  to  the  hyoid  bone.  With  this  as  a  guide  the 
duct  as  well  as  the  cyst  wall  was  dissected  out.  Primary  healing  fol- 
lowed with  no  sign  of  recurrence.  The  duct  was  three  centimetres  long 
and  of  the  size  of  a  small  lead  pencil. 

The  Blood  in  Chorea. 

Franklin  E.  Murphy  (Kansas  City  Med.  Rec,  December,  1899) 
does  not  consider  that  anaemia  enters  into  the  causation  of  chorea  to  the 
extent  so  commonly  attributed  to  it.  He  has  examined  the  blood  in 
eight  cases ;  all  were  acute,  and  no  cases  of  habit  spasm  were  included. 
The  instruments  employed  were  the  Thoma  Zeiss  haemocytometer  and 
the  Fleischl  haemoglobinometer.  Case  I.,  female,  13  years  old,  two 
weeks  after  the  attack  showed  85  per  cent,  haemoglobin  and  4,080,000 
red  coruscles.  Case  II.,  female,  aged  8  years,  twenty  days  after  onset 
had  a  soft  basic  heart  murmur  and  showed  70  per  cent,  haemoglobin 
and  4,100,000  red  corpuscles.  Case  III.,  female,  15  years  old,  three 
weeks  after  onset,  93  per  cent,  haemoglobin,  4,900,000  red  corpuscles. 
Case  IV.,  female,  17  years  of  age,  four  weeks  after  beginning  of  attack 
presented  an  intense  presystolic  murmur  and  showed  60  per  cent, 
haemoglobin  and  3,800,000  red  corpuscles.  Case  V.,  male,  10  years  old, 
ten  days  after  onset,  85  per  cent,  haemoglobin  and  5,240,000  red  corpus- 
cles. Case  VI.,  female,  14  years  old,  67  per  cent,  haemoglobin  and 
3,200,000  red  corpuscles.  One  year  later  this  patient  had  a  second  attack 
in  which  the  haemoglobin  was  found  to  be  80  per  cent,  and  the  red  cor- 
puscles 4,600,000.  Case  VII.,  female,  25  years  old,  one  month  from 
onset,  73  per  cent,  haemoglobin  and  4,000,000  red  corpuscles.  Case 
VIII.,  male,  9  years  of  age,  three  weeks  after  onset,  80  per  cent,  haemo- 
globin and  5,000,000  red  corpuscles. 

Examination  of  the  blood  is  the  only  sure  indication  of  the  degree 
of  the  anaemia;  most  children  with  chorea  are  pale,  but  we  cannot, 
therefore,  assume  that  they  are  anaemic.  In  Case  IV.  the  writer  be- 
lieves that  the  anaemia  was  due  to  the  heart  disease  ;  while  in  Case  VI.,  in 
which  the  anaemia  was  the  most  pronounced,  the  movements  were  not 
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at  all  severe.  The  writer  concludes  that  in  the  majority  of  these  cases 
the  blood  is  somewhat  deficient  in  coloring  matter  and  in  red  cells ;  that 
the  anaemia  is  of  the  chlorotic  type,  there  being  a  greater  proportionate 
reduction  in  the  haemoglobin ;  that  the  movements  have  no  relation  to 
the  condition  of  the  blood ;  that  the  anaemia  is  secondary  to  the  chorea 
rather  than  causative  of  it ;  and  that  where  grave  anaemia  exists  it  may 
usually  be  explained  by  complications  of  the  chorea. 

Report  of  a  Case  of  Small  Round-Cell  Sarcoma  of  the  Orbit  and 
Neighboring  Sinuses  in  a  Child:  Metastasis,  Exhaustion,  Death. 

A.  Edward  Davis  (Post-Grad.,  December,  1899)  reports  the  fol- 
lowing case  to  emphasize  the  fact  that  in  children  at  least  it  is  better 
not  to  operate  upon  round-celled  sarcoma  of  the  orbit,  especially  if  the 
neighboring  sinuses  be  involved,  until  we  are  compelled  to  do  so;  for 
while  operation  may  give  temporary  relief  for  a  time  it  usually  hastens 
the  fatal  termination.  Even  early  and  the  most  complete  possible 
removal  has  been  in  vain ;  in  adults  we  may  secure  permanent  relief, 
but  in  children  the  prognosis  is  absolutely  bad. 

The  case  was  a  boy,  two  and  a  half  years  old,  whose  parents  two 
months  previously  had  noticed  a  slight  swelling  of  the  lower  lid  of 
the  left  eye.  This  had  increased  till  at  the  time  of  examination  the 
eyeball  bulged  considerably  and  was  pushed  upward  and  toward  the 
nose ;  the  lower  lid  was  slightly  everted  and  the  conjunctiva  cedematous. 
Mobility  of  the  eye  was  limited  downward  and  outward.  A  firm  and 
resisting  tumor  could  be  felt  in  the  lower  and  outer  portion  of  the  left 
orbit.  There  W3S  no  p  i>n  and  the  child  looked  and  acted  well  in  every 
way.  The  following  day  the  growth  was  removed;  it  was  found  to 
occupy  the  lower  and  outer  portion  of  the  orbit,  was  about  1^2  by  1^4 
inches,  seemed  limited  on  the  side  next  the  eyeball  by  a  very  thin  cap- 
sule, and  was  not  attached  to  the  eyeball  or  optic  nerve  at  all  and  not 
firmly  attached  to  the  periosteum.  Further  interference  was  deferred 
till  the  tumor  could  be  examined  by  the  pathologist,  who  reported  it 
to  be  a  small  round-cell  sarcoma.  The  growth  returned  very  rapidly; 
within  a  week  the  eye  was  protruding  between  the  lids,  the  left  cheek 
was  infiltrated,  there  was  an  offensive  discharge  from  the  left  nostril 
and  there  was  a  beginning  left  optic  neuritis.  The  child  also  developed 
a  profuse  diarrhoea.  The  eyeball  and  entire  contents  of  the  orbit  were 
removed  and  the  orbital  walls  curetted ;  the  maxillary  antrum  and  all 
the  neighboring  sinuses  were  involved,  and  there  was  an  opening  in  the 
upper  plate  of  the  orbit  into  the  cranial  cavity ;  the  maxillary  and 
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ethmoidal  sinuses  were  curetted,  but  the  operation  had  to  be  hurried. 
The  tumor  returned  more  rapidly  than  before  and  on  the  second  day 
after  operation  the  orbit  was  half  full  of  the  growth,  both  nostrils  were 
discharging,  both  cheeks  were  infiltrated  and  there  was  beginning  ex- 
ophthalmos of  the  right  eye.  In  the  fourth  day  an  ulcer  was  found 
upon  the  left  side  of  the  knee,  and  another  just  above  the  right  wrist 
with  swelling  of  the  hand.  On  the  sixth  day  the  whole  right  arm, 
shoulder,  pectoral  muscles,  and  right  side  under  the  arm  were  very 
greatly  swollen,  there  was  marked  exophthalmos  and  optic  neuritis,  and 
the  left  orbit  was  almost  completely  filled.  During  the  following  week 
large  blisters  formed  on  the  right  arm  and  shoulder  and  burst;  the 
raw  surfaces  became  gangrenous,  discharging  so  freely  as  to  saturate 
the  clothing  and  rapidly  exhaust  the  patient,  who  died  nine  days  later. 
The  exophthalmos  had  become  extreme,  the  eye  blind,  the  left  orbit 
had  completely  filled,  and  the  right  arm  and  shoulder  had  increased  to 
three  times  their  natural  size.    No  autopsy  was  permitted. 

Typhoid  Fever  in  the  Young. 

A.  Jacobi  (Pediatrics,  December  15,  1899)  says  that  typhoid  fever 
may  occur  in  the  newly  born,  and  that  the  possibility  of  its  transmis- 
sion to  the  foetus  is  now  beyond  any  doubt ;  it  is  possible  that  the  epthe- 
lium  of  the  placenta  is  a  frequent  barrier  and  the  writer  believes  that 
transmission  of  an  infectious  disease  to  the  foetus  takes  place  only 
when  the  villous  epithelium  is  injured. 

*  Diagnosis  in  the  very  young  is  exceedingly  difficult,  though  the 
writer  takes  it  for  granted  "that  in  doubtful  cases  the  diagnosis  of 
dentition  and  worms  is  nowadays  confined  to  a  certain  class  of  illiterate 
women  and  obsequious  practitioners  only."  A  slow  pulse  not  in  pro- 
portion to  the  height  of  the  temperature,  the  condition  of  the  tongue, 
the  swelling  of  the  spleen,  and  the  presence  of  roseola  render  the  diag- 
nosis secure  even  without  the  diazo  and  Widal  tests;  but  many  times 
we  must  make  our  diagnosis  by  exclusion.  There  is  hardly  any  single 
symptom  which  can  prove  the  presence  of  typhoid  fever,  though  the 
diazo  reaction  is  nearly  conclusive  when  tuberculosis  and  pneumonia 
can  be  excluded.  The  greatest  difficulty  is  in  those  cases  that  yield 
few  or  no  local  symptoms  except  those  of  a  septic  infection.  Herpes 
should  generally  be  taken  as  indicating  the  absence  of  typhoid.  Re- 
garding the  presence  of  the  bacillus  in  the  discharges,  that  would  be 
the  best  symptom  if  there  were  a  more  practical  method  for  its  dis- 
covery, yet  there  would  doubtless  be  cases  in  which  the  writer  would  not 


Abstracts 


'83 


make  the  diagnosis  upon  that  fact  alone,  without  the  presence  of  one 
or  more  adjuvant  symptoms,  as  he  would  not  make  a  diagnosis  of 
diphtheria  from  the  mere  finding  of  the  Klebs-Loeffler  bacilli. 

The  prognosis  is  graver  for  nurselings  and  the  very  young,  also  for 
those  approaching  adolescence.  A  moderately  slow  pulse  and  marked 
remissions  are  favorable,  and  speedy  recovery  may  be  expected  when 
the  spleen  gets  smaller  about  the  sixteenth  or  seventeenth  day;  but 
high  temperatures  even  with  rapid  pulse  and  patechiae  are  not  always 
fatal.  A  complicating  malaria,  which  has  been  more  frequent  in  the 
writer's  recent  experience,  is  not  very  dangerous  if  recognized  early. 
Relapses  are  by  no  means  rare. 

Liquid  food  should  be  given  and  continued  till  the  apyrexia  has 
lasted  ten  days.  Water  should  be  given  freely,  and  the  admixture  of 
a  few  drops  of  dilute  hydrochloric  acid  makes  a  pleasant  and  disin- 
fectant drink.  The  nose,  lips,  and  tongue  must  be  kept  clean,  and  if  the 
latter  becomes  dry  and  fissured  it  may  be  touched  with  a  one  or  two 
per  cent,  solution  of  silver  nitrate.  The  posture  in  bed  should  be  changed 
from  time  to  time  to  prevent  hypostasis  of  the  lungs  and  cord.  In  the 
very  beginning  calomel  may  be  given,  but  not  after  the  second  half  of 
the  first  week.  Constipation  requires  warm  eneamata;  diarrhoea,  fre- 
quent irrigations.  Regarding  antipyretic  treatment,  it  has  become  very 
doubtful  whether  the  influence  of  intense  body  heat  upon  bacteria  and 
toxins  is  wholly  beneficial,  nor  is  the  disintegration  of  the  tissues  by 
heat  alone  successfully  contradicted;  while  clinically  we  see  the  pa- 
tient's condition  much  improved  by  the  reduction  of  temperature.  Drugs 
are  in  the  main  to  be  condemned;  antipyrin  is  probably  the 
safest,  and  quinine  acts  well  during  intermissions  and  remissions 
but  not  when  the  temperature  is  continuously  high.  Water,  cold 
or  warm,  remains  the  best  antipyretic.  The  cold  bath,  however, 
is  very  frequently  contraindicated ;  when  after  it  the  feet  remain 
cold  and  the  pulse  small  we  may  assume  that  it  did  harm,  not  to  be 
counteracted  by  stimulation.  Most  patients  that  arrive  in  the  hospital 
after  a  week  or  two  of  the  disease  have  passed  the  time  when  the 
cold  bath  might  have  done  good.  These  dangers  do  not  pertain  to 
the  warm  bath,  which,  at  a  temperature  of  90°  or  950  F.  has  been 
amply  proved  to  reduce  temperature;  the  accompanying  frictions  stimu- 
late the  circulation,  the  general  condition  is  improved,  the  typhoid  state 
relieved,  and  relapses  become  less  frequent.  Such  a  bath  should  be 
given  every  three  or  five  hours,  and  even  mild  cases  should  have  two  or 
three  daily.  Warm  bathing  should  be  the  principal  treatment  of  all 
typhoid  fevers,  not,  however,  to  the  exclusion  of  appropriate  medica- 


184 


Abstracts. 


tion.  Serotherapy  may  aid  us  in  the  future  but  should  not  lead  us  to 
neglect  adjuvant  treatment  any  more  than  should  the  use  of  antitoxin 
in  diphtheria. 

Empyema  in  Children. 

David  Bovaird  (Med.  News,  December  23,  1899)  says  that  almost 
all  of  the  reported  cases  of  empyema  in  children  have  been  in  subjects 
over  three  years  old,  and  desires  to  call  attention  to  the  frequency  of 
the  disease  during  the  first  two  years  of  life.  According  to  the  patho- 
logical records  of  the  New  York  Foundling  Hospital  during  the  last 
ten  years,  out  of  a  total  of  82  cases  of  empyema,  69  occurred  in  children 
under  two  years  of  age.  The  youngest  case  was  two  months  and  nine- 
teen days  old.  In  41  there  was  more  or  less  pneumonia  present,  some- 
times only  in  the  superficial  portion  of  the  lung  in  contact  with  the 
effusion;  in  these  cases  it  is  an  open  question  which  was  the  primary 
process.  Twenty-eight  cases  remain  in  which  no  involvement  of  the 
lung  was  found;  in  adults  it  would  not  be  safe  to  conclude  that  there 
had  therefore  been  no  pneumonia;  but  in  infants  the  clinical  course 
of  empyema  is  so  short  that  we  may  assume  that  the  conditions  found 
at  autopsy  fairly  represent  those  during  life.  The  importance  of  this 
point  consists  in  the  fact  that  pneumonia  of  some  form  is  usually  re- 
garded as  the  precursor  of  empyema  in  children.  The  records  show 
that  empyema  was  secondary  to  general  tuberculosis  in  one  case,  in 
one  to  pertussis,  in  one  to  gangrenous  dermatitis,  in  two  to  enterocolitis, 
in  two  to  diphtheria,  in  two  to  erysipelas,  and  in  five  to  measles. 

One  form,  designated  pleuropneumonia  or  empyema,  according  to 
the  stage  at  which  autopsy  is  performed,  the  writer  thinks  peculiar 
to  early  life.  In  these  cases  in  the  early  stage,  one  or  more  lobes  pre- 
sent a  fairly  typical  lobar  consolidation,  while  the  overlying  pleura  is 
thickened,  whitish,  opaque,  and  covered  with  a  thick,  greenish,  or 
yellow  exudate;  there  will  be  a  drachm  or  two  of  clear  serum  in  the 
pleural  cavity.  Under  the  microscope  the  pleural  exudate  is  seen  to 
consist  of  fibrin  and  pus,  and  at  a  later  stage  is  found  disintegrated, 
the  fluid  in  the  cavity  being  a  thin  pus;  often,  too,  the  pleural  con- 
tents are  so  thick  that  they  will  not  flow.  Pericarditis,  meningitis, 
or  peritonitis  are  most  likely  to  complicate  this  type  of  empyema. 

There  is  hardly  any  disease  in  children  in  which  an  error  in  diag- 
nosis is  so  frequently  made.  Many  causes  contribute  to  this  fact,  but 
the  chief  one  in  the  writer's  opinion  is  the  difficulty  of  putting  aside 
the  clinical  picture  of  the  disease  as  manifested  in  adults;  we  think 
of  it  as  developing  after  a  definite  pneumonia  and  as  running  a  course 
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of  several  weeks;  while  the  records  show  that  infants  may  die  within 
forty-eight  hours  after  the  invasion  of  the  disease,  and  the  greater 
number  within  a  week,  while  few  live  longer  than  two  weeks.  The 
rational  signs  are  indistinguishable  from  those  of  pneumonia;  physical 
signs  are  of  little  more  assistance,  though  flatness  on  percussion,  dimi- 
nution of  the  voice  and  breathing,  or  bronchial  voice  and  breathing  of 
the  distinct  character  usually  found  in  these  cases,  and  displacement 
of  the  heart  should  very  strongly  point  to  fluid  and  demand  the  ex- 
ploring needle.  The  latter  should  be  about  the  size  of  the  lead  in  a  lead 
pencil  and  not  more  than  an  inch  and  a  half  in  length;  a  hypodermic 
needle  is  useless.  We  may  draw  off  a  clear  serum,  which  in  a  day  or 
two  may  become  pus,  or  it  may  be  necessary  to  repeat  the  puncture  in 
several  places  and  on  several  successive  days,  the  purulent  exudate  being 
too  thick  in  the  early  stages  to  flow  through  the  needle. 

Once  pus  is  found  the  indication  is  for  permanent  drainage ;  this  is 
satisfactorily  accomplished  in  infants  by  inserting  two  drainage-tubes, 
side  by  side,  through  a  simple  incision  in  an  intercostal  space.  It  is 
possible  to  remove  the  tubes  much  earlier  than  in  adults  and  usually 
there  is  no  difficulty  regarding  the  expansion  of  the  lung. 

Report  of  Five  Cases  of  Endocarditis  occurring  in  the  Course  of 

Tonsillitis. 

Frederick  A.  Packard  (Amer.  Jour,  of  the  Med  Sci.,  January, 
1900)  offers  the  following  reports  as  what  might  be  called  collateral 
evidence  of  the  infectious  nature  of  acute  articular  rheumatism.  Case 
I.  was  a  boy  of  four  years,  who  had  been  examined  a  number  of  times 
previous  to  the  present  illness,  without  the  discovery  of  any  abnor- 
mality; he  was  taken  with  a  slight  inflammation  of  the  right  tonsil, 
enlargement  of  the  lymph  node  at  the  angle  of  the  jaw,  and  fever;  on 
the  following  day  there  was  "cardiac  excitement,"  and  two  days  later 
a  loud  systolic  murmur  at  the  apex,  and  an  almost  continuous  systolic 
murmur  under  the  right  clavicle  and  close  to  the  sternum  under  the 
left  clavicle,  while  over  the  gland  there  was  a  loud  continuous  roaring 
murmur.  That  night  he  complained  of  some  cardiac  pain,  and  on  the 
following  day  the  apex  beat  had  traveled  somewhat  to  the  left,  the 
systolic  murmur  being  transmitted  to  the  left ;  the  pulse  was  1 10, 
the  temperature  was  lower.  Improvement  took  place,  but 
the  heart's  action  remained  irregular  and  excitable  for  a  time.  One 
year  later  the  apex  beat  had  gradually  returned  to  its  normal  posi- 
tion, but  there  was  a  blowing  systolic  murmur  at  the  apex,  well  trans- 
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mitted  to  the  left  axillary  line,  and  an  acentuated  second  pulmonic 
sound,  while  the  right  border  of  cardiac  dulness  reached  to  the  right 
border  of  the  sternum  instead  of  to  the  left  as  previously.  Case  II. 
was  a  girl  of  fourteen  years,  previously  examined  a  number  of  times, 
who  one  year  before  had  had  a  slight  angina  with  irregular  heart 
action.  At  this  time  she  was  found  with  a  red,  dry  throat,  pulse  108, 
temperature  ioo°,  while  auscultation  revealed  a  somewhat  musical 
systolic  murmur  over  the  body  of  the  heart.  A  month  later  there 
were  palpitation  and  breathlessness  on  exertion,  but  these  symptoms 
soon  disappeared,  though  after  four  years  the  murmur  persisted,  with 
accentuation  of  the  second  pulmonic  sound  and  slight  increase  of  the 
cardiac  dulness  to  the  left.  Case  III.,  a  boy  six  years  old,  had  not  been 
examined  before  but  gave  no  history  of  cardiac  symptoms;  he  had  been 
ill  for  four  days  with  fever  and  acute  inflammation  of  the  tonsiles. 
He  presented  a  systolic  murmur  at  the  apex  and  a  number  of  days 
later  developed  a  persystolic  murmur.  Both  of  these  were  found  to  per- 
sist at  occasional  examinations  during  the  following  year.  Case  IV. 
was  a  man  of  thirty-two  years,  who  had  never  had  rheumatism  or 
cardiac  symptoms;  he  had  had  an  angina  for  five  days,  and  presented 
a  persystolic  and  systolic  murmur,  with  a  peculiar  transcient  musical 
murmur.  The  two  former  murmurs  were  found  to  be  persistent  a  year 
and  a  half  later.  Case  V.  was  a  boy  of  five  years  who  had  suffered  from 
a  sore  throat  a  few  days  before  and  now  presented  an  enlarged  lymph 
node  and  a  systolic  murmur  well  transmitted ;  it  cannot  be  positively  said 
that  this  was  the  beginning  of  the  heart  trouble  nor  that  it  persisted. 

In  none  of  these  cases  was  there  any  past  history  of  articular  pains 
nor  present  sign  of  joint  trouble;  and  the  writer  feels  convinced  of  the 
immediate  dependence  of  the  changes  in  the  heart  upon  the  angina ; 
in  some  of  the  cases  the  heart  was  known  to  be  normal  before,  in 
others  it  appeared  evident  that  the  heart  trouble  had  at  least  markedly 
increased  if  not  originated  during  the  angina.  These  might  be  said 
to  be  cases  of  "articular  rheumatism;"  but  the  writer  believes  them 
to  have  been  plain  cases  of  tonsillitis  or  pharyngitis,  without  connection 
with  rheumatism;  and  that  the  endocarditis  was  either  a  direct  conse- 
quence of  the  invasion  of  the  heart  by  micro-organisms  via  the  tonsils, 
or  the  result  of  structural  change  in  the  leaves  of  the  valves  from  a 
coagulation  necrosis  or  other  chemico-vital  action  of  toxins  produced 
by  micro-organisms  in  the  throat  and  absorbed  therefrom.  Any  of 
these  cases  might  have  been  followed  by  arthritic  pains,  and  that  to 
the  writer  seems  their  only  connection  with  rheumatism.  It  seems  to 
him  irrational  to  assume  a  specific  cause  of  rheumatism  which  can 
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attack  various  tissues  (perhaps  of  several  kinds  and  without  involve- 
ment of  the  joints)  but  more  reasonable  to  look  upon  tonsilitis  as  an 
infection,  with  endocarditis  or  arthritis  alone  or  in  combination  as  the 
direct  result  of  the  entrance  of  micro-organisms  through,  or  absorption 
of  toxins  from,  the  tonsil  or  pharynx.  . 


Canada. 
Pleural  Empyema  in  Children. 

F.  Leonard  Vaux  (Montreal  Med.  Jour.,  November,  1899)  notes 
as  the  principal  causes  of  empyema,  pneumonia,  primary  or  secondary 
to  the  exanthemata,  septic  processes  in  any  part  of  the  body,  and  tuber- 
culosis. Of  these  pneumonia  is  the  most  common,  the  statistics  of 
Mount  Sinai  Hospital  showing  it  to  be  the  cause  in  two-thirds  of  a 
series  of  288  cases.  Tuberculosis  is  a  frequent  cause,  though  it  is 
very  often  impossible  to  demonstrate  the  bacilli;  indeed,  if  no  bacteria 
can  be  found  it  may  be  assumed  that  the  case  is  tuberculous,  as  other 
bacteria  would  persist  and  be  demonstrable ;  moreover,  we  note  the  same 
clinical  and  histological  characteristics  in  these  cases  as  in  those  in 
which  bacilli  can  be  demonstrated. 

Of  predisposing  causes  we  note  race,  climate  and  habitation ;  Jew- 
ish children  are  much  more  prone  to  the  disease;  it  is  more  common  in 
seaboard  cities,  probably  from  the  greater  prevalence  of  bronchopneu- 
monia ;  unhealthy  surroundings,  bad  drainage,  etc.,  also  favor  broncho- 
pneumonia, as  well  as  neglect  on  the  part  of  parents  and  inefficient 
medical  attendance,  many  "chronic  pneumonias"  being  really  empyemas. 

While  the  diagnosis  ultimately  rests  upon  the  puncture,  much  may 
be  learned  from  the  physical  signs,  which,  however,  vary  greatly  from 
the  adult  type.  The  chest  heaves  rapidly,  but  the  affected  side  seems 
to  lag,  and  there  is  no  retraction  of  the  abdomen  just  below  the  xiphoid 
cartilage,  as  with  narrowing  of  the  air-passages ;  the  intercostal  spaces 
are  obliterated,  the  chest  wall  even  bulges.  Fremitus,  from  the  thin- 
ness of  the  chest  wall  and  marked  retraction  of  the  lung,  may  be  quite 
noticeable.  Flatness  on  percussion  is  the  most  convincing  proof,  and  a 
woodeny  sensation  is  imparted  to  the  fingers  not  observed  in  other  forms 
of  effusion.  Loss  of  voice  frequently  does  not  occur,  and  increased 
vocal  resonance  and  tubular  breathing  are  often  found. 

For  aspiration  there  are  three  indications :  temporary  relief  from 
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dyspnoea,  to  get  pus  for  bacteriological  examination,  and  confirmation 
of  diagnosis.  Aspiration  for  diagnosis  should  be  resorted  to  as  soon 
as  the  possibility  of  the  disease  is  suspected;  but  it  should  be  repeated 
immediately  before  the  operation,  as  it  has  happened  that  the  prelimi- 
nary aspiration  has  completely  evacuated  a  sacculated  empyema,  leav- 
ing no  pus  to  be  found  on  operation. 

The  indol  reaction  has  been  closely  observed,  and  two  points  have 
been  noted :  that  absorption  of  pus  from  the  pleural  cavity  takes  place 
to  a  marked  degree,  and  that  the  indol  reaction  is  increased  in  direct 
proportion  to  the  time  the  pus  is  retained.  Where  there  is  a  pyogenic 
membrane,  as  in  abscess  of  the  breast,  there  is  no  absorption,  and  con- 
sequently no  indol  reaction ;  the  same  amount  of  pus  in  the  abdominal 
cavity  will  very  quickly  give  the  reaction;  while  pus  in  the  pleura  oc- 
cupies an  intermediate  position,  the  same  reaction  occurring,  but  only 
after  some  lapse  of  timf 

Modern  treatment  embraces  pneumatic  aspiration,  simple  thora- 
cotomy and  exsection  of  a  portion  of  one  or  two  ribs.  We  should  choose 
exsection  in  tuberculous  cases  where  secretion  will  probably  continue 
for  some  time ;  in  long-standing  cases,  where  the  pleura  will  be  thick- 
ened; sometimes  with  streptococcus  infection;  and  as  routine  where 
simple  incision  has  been  tried  and  failed.  Its  advantage  is  free  drain- 
age, its  disadvantage  the  osteomyelitis  that  usually  follows.  Tho- 
racotomy should  be  employed  where  it  is  necessary  that  even  slight 
shock  should  be  avoided,  or  where  time  is  a  primary  object;  and  in 
healthy,  well-nourished  children  with  sero-purulent  fluid  only.  Its 
advantages  are  rapidity  and  simplicity,  no  opening  of  cancellous  tissue, 
and  probably  quicker  recovery;  the  disadvantage  is  the  necessity  of  a 
drainage  tube  which,  if  soft,  is  liable  to  be  compressed ;  if  hard,  to  irri- 
tate the  periosteum.  The  most  annoying  complication  of  exsection  is 
retention  due  to  a  filling  up  of  the  opening  from  overgrowth  of  the 
bone  following  infection  of  the  medulla  and  septic  osteomyelitis;  such 
indications,  necessitating  a  secondary  operation,  may  present  them- 
selves within  a  fortnight  or  as  late  as  two  months. 

Treatment  after  operation  is  practically  limited  to  noting  retention 
and  remedying  it  if  it  occurs;  we  should  be  prepared  to  resect  if  the 
temperature  remains  high  and  the  discharge  of  pus  scanty;  also,  if  the 
space  between  the  cut  bones  does  not  admit  the  little  finger;  occasion- 
ally the  temperature  will  be  due  only  to  osteomyelitis  and  necrosis. 
When  there  is  osteomyelitis  with  retention,  the  quickest  way  of  stop- 
ping further  purulent  discharge  is  by  obliteration  of  the  pleural  cavity; 
and  if  nature  does  not  accomplish  this  we  may  try  removal  of  the 
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granulations  with  a  curette,  the  use  of  the  rongeur  and  stimulation 
with  iodoform  and  ether ;  if  this  fail,  an  Estlander,  and,  as  a  last  resort, 
Shede's  operation. 

As  an  anaesthetic  the  writer  prefers  chloroform,  but  does  not  push 
the  cases  to  profound  surgical  narcosis.   Brandy  should  be  at  hand. 

The  most  frequent  complications  following  operation  are  iodoform 
poisoning,  erysipelas  and  pneumonia.  As  causes  of  death,  broncho- 
pneumonia was  most  common  at  Mount  Sinai ;  in  the  London  statistics, 
pericarditis  and  septicaemia. 


Great  Britain. 


A  Case  of  Congenital  Hypertrophy  of  the  Pylorus  in  an  Infant. 


Frederick  E.  Batten  {Lancet,  Dec.  2,  1899)  notes  the  rarity  and 
usual  fatal  termination  of  this  class  of  cases ;  while  in  such  as  have  not 
thus  resulted  the  diagnosis  has  been  questionable.  The  following  case, 
however,  recovered,  and  the  diagnosis  was  confirmed  by  autopsy  after 
death  from  another  disease.  A  male  infant  eleven  weeks  old,  the  fifth 
child  of  healthy  parents,  gave  a  history  of  vomiting  (which  would  oc- 
cur five  or  ten  minutes  after  feeding)  from  the  age  of  five  weeks,  with 
attendant  wasting  and  marked  constipation;  he  had  been  breast-fed 
up  to  nine  weeks,  then  fed  with  cow's  milk,  and  finally  on  Nestle's 
food.  On  admission  the  child  was  very  thin,  weighing  seven  and  a 
quarter  pounds,  but  did  not  look  very  ill.  The  abdomen  was  flaccid 
and  painless,  but  the  peristaltic  movements  of  the  stomach  could  be 
distinctly  seen;  in  the  right  hypochondrium  a  firm,  transverse  mass, 
shaped  like  the  pylorus,  could  be  felt,  but  was  not  always  palpable  when 
peristalsis  was  absent.  The  temperature  was  subnormal.  For  a  day 
the  child  was  fed  on  equal  parts  of  milk  and  barley-water  and  vomited 
four  times;  the  next  day  two  ounces  of  milk  and  one  ounce  of  barley- 
water  were  given  by  a  nasal  tube  every  two  and  a  half  hours.  The 
vomiting  did  not  entirely  cease,  but  the  child's  appearance  improved, 
and  he  passed  a  digested  movement.  Nineteen  days  later  an  attempt  was 
made  to  return  to  feeding  by  teat,  but  the  vomiting  recurred,  to  be- 
come less  again  on  resuming  the  nasal  tube ;  ten  days  later  the  tube  was 
finally  abandoned,  and  after  a  few  days  the  vomiting  almost  ceased. 
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Up  to  this  time  the  child  had  made  no  gain  in  weight,  but  during  the 
following  month  gained  nearly  a  pound;  and  from  this  time  steady 
improvement  and  increase  in  weight  took  place.  Eight  months  after 
the  first  observation  the  child  died  of  bronchopneumonia.  The  stom- 
ach, on  autopsy,  measured  12  cm.  in  length.  The  pylorus  was  firm  and 
hard,  with  an  abrupt  margin  between  it  and  the  duodenum ;  it  admitted 
a  probe  4  mm.  in  diameter.  On  section  the  diameter  measured  1.5  cm. 
and  the  total  thickness  of  the  wall  was  5.5  mm.,  the  circular  muscular 
coat  measuring  3  mm.,  the  longitudinal  coat  1  mm.,  and  the  mucous 
and  submucous  coats  1.5  mm.  Much  the  same  proportions  were  ob- 
served after  hardening  the  specimen  in  formalin.  It  is  evident  that  the 
thickness  of  the  circular  coat  was  considerably  increased. 

The  diagnosis  was  based  upon  the  healthiness  of  the  infant  at  birth, 
the  vomiting,  constipation,  subnormal  rectal  temperature,  wasting, 
marked  dilatation  and  peristalsis  of  the  stomach,  tumor  in  the  region 
of  the  pylorus,  and  absence  of  symptoms  of  gastritis. 

Various  causes  have  been  assigned  for  this  condition  of  hypertro- 
phy. They  are  :  ( 1 )  that  it  is  the  result  of  spasm  from  some  irritant 
in  the  stomach;  (2)  that  it  is  a  developmental  overgrowth;  (3)  that  it 
is  due  to  congenital  narrowing  of  the  pylorus,  followed  by  compensa- 
tory hypertrophy  of  the  stomach;  (4)  "that  it  is  a  functional  disorder 
of  the  nerves  of  the  stomach  and  pylorus  leading  to  an  ill  co-ordination, 
and  therefore  an  antagonistic  action  of  their  muscular  arrangement." 
The  post-mortem  showed  a  condition  that  may  be  considered  in  accord 
with  the  original  diagnoses;  as  to  the  cause  in  this  case,  the  lateness 
of  the  first  symptoms,  and  the  recovery  would  seem  to  negative  2  and  3 ; 
the  character  of  the  food  could  not  have  acted  as  an  irritant,  according 
to  1,  as  this  was  unchanged  before  recovery  took  place;  and  the  fact 
that  with  the  adoption  of  the  nasal  tube  the  vomiting  ceased  would 
lead  us  to  fall  back  upon  the  fourth  theory;  it  would  seem  that 
deglutition  gave  rise  to  such  active  peristalsic  movement  in  the  stomach 
as  to  cause  regurgitation ;  while  the  tube  did  away  with  active  deglu- 
tition and  the  consequent  too  active  peristalsis. 

The  case  would  therefore  seem  to  indicate  a  possible  advantage  from 
the  use  of  the  nasal  tube  in  these  cases,  attempts  being  made  from  time 
to  time  to  substitute  the  regular  feeding;  constipation  as  a  symptom 
need  not  be  treated,  as  it  passes  away  when  the  child  retains  its  food. 
External  warmth  is  an  essential  indication,  as  is  suggested  by  the  sub- 
normal temperature  of  these  cases. 
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A  Case  of  Meningitis  presenting  Some  Peculiarities. 

R.  S.  Berry  (Ibid.,  Nov.  11,  1899)  reports  the  case  of  a  child  two 
years  old,  who  had  been  ailing  for  some  days;  the  child  was  evidently 
ill;  it  lay  with  flaccid  limbs,  head  slightly  retracted  and  occasionally 
rolled  from  side  to  side,  often  with  a  sudden  cry  or  grinding  of  the 
teeth;  the  child  was  constipated,  had  been  vomiting  and  had  a  tem- 
perature of  1010  F.  A  diagnosis  of  meningitis,  probably  tubercular, 
was  made  from  the  family  history  and  the  appearance  of  the  child. 
Upon  cutting  the  hair,  a  scar  about  two  inches  long  was  found  upon 
the  scalp  over  the  right  half  of  the  occipital  bone;  it  was  therefore 
thought  that  the  disease  might,  instead,  be  traumatic  in  origin.  The 
head  became  more  retracted,  the  vomiting  and  head  rolling  constant, 
and  limb  movements  of  a  peculiar  character  occurred;  suddenly  the 
right  leg  would  be  thrown  out  in  abduction  as  far  as  possible  with  the 
knee  straight,  and  the  right  arm  with  the  elbow  straight  also  abducted 
until  it  would  touch  the  head;  after  a  number  of  repetitions  the  limbs 
would  again  lie  quiet.  The  eyes  were  unaffected,  so  far  as  could  be 
ascertained  without  an  examination  of  the  fundus.  On  the  fifth  day 
of  observation  diarrhoea  set  in,  and  two  patches  of  pneumonia  were 
made  out  in  the  right  lung.  As  these  areas  increased  from  day  to  day, 
the  flail-like  movements  of  the  right  limbs  and  the  head-rolling  de- 
creased in  force  and  frequency.  Fissures  developed  at  the  angles  of 
the  mouth.  The  child  seemed  to  grow  progressively  worse,  and  on 
the  sixth  night  of  the  pneumonia  seemed  almost  moribund ;  on  the  fol- 
lowing day  the  breathing  improved,  and,  coincidentally,  the  head-roll- 
ing and  movements  of  the  limbs  increased  in  severity.  He  now  de- 
veloped a  new  movement ;  after  lying  quietly  for  some  time,  with  a  sud- 
den twist  of  the  whole  body  he  would  turn  completely  over  in  bed, 
the  twist  being  always  from  right  to  left,  and  so  quick  that  the  body 
seemed  hardly  to  have  changed  its  position.  These  movements  grad- 
ually ceased,  remaining  the  same  in  character  but  occurring  at  longer 
and  longer  intervals,  and  finally  the  flail-like  movements  of  the  limbs 
subsided.  At  the  height  of  the  period  of  axial  movements  the  child 
developed  a  general  stomatitis  of  a  superficially  ulcerative  type. 

Here,  then,  we  have  trauma  of  the  cerebellar  region  of  the  skull, 
followed  primarily  by  meningeal  symptoms,  and  secondarily  by  a  pneu- 
monic (vaso-motor ?)  lesion,  a  lesion  (trophic?)  of  a  large  mucous  sur- 
face, and  peculiar  motor  disturbances.  The  movements  were  unilateral, 
upon  the  same  side  as  the  trauma,  and  presumably  upon  the  side  most 


192 


Abstracts. 


involved  by  the  consecutive  meningitis.  There  was  no  duration  to 
the  efferent  impulse  and  no  rigidity  remaining,  so  we  must  infer  that 
the  cause  was  a  local  one,  and  also  variable,  such  as  would  be  produced 
by  fluid  pressure.  Probably  there  was  a  functional  disturbance  of  the 
vaso-motor  center,  resulting  in  abnormal  variations  of  blood-pressure 
within  the  skull,  such  variations  adding  their  effect  to  the  pressure  of 
the  abnormal  fluid  upon  the  cerebellar,  and  possibly  basal  cerebral,  cor- 
tex; the  muscular  contractions  resulting  from  these  irritations  would 
cause  an  increased  flow  of  blood  to  the  moving  parts,  thus  relieving 
the  cerebral  congestion  and  in  turn  the  movement  arising  therefrom; 
this  would  explain  the  intermittent  character  of  the  movements.  Prob- 
ably, also,  the  pneumonia  was  but  another  expression  of  the  loss  of 
vaso-motor  control,  the  constrictor  fibers  being  inhibited  via  central 
disturbance  and  permitting  leaking  of  blood  into  the  air-passages ;  and 
with  the  increased  vascularity  of  the  lung,  the  cerebral  congestion,  and 
so  the  irritative  movements  were  relieved,  to  recur  on  the  subsidence 
of  the  pneumonia;  viewed  thus  the  pneumonia  would  appear  to  be 
really  a  conservative  process.  The  stomatitis  might  be  due  to  trophic 
perversion  originating  in  control  disturbance  of  the  fifth  cranial  nerve. 
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A  NEW  METHOD  OF  MAKING  APPLICATIONS  TO  THE 
VAGINAL  VAULT,  AND  A  NEW  INSTRUMENT  TO  FA- 
CILITATE CLEANSING  THE  VAGINA  IN  LEUROR- 
RHCEA. 

By  Howard  A.  Kelly,  M.D.,  Baltimore,  Md. 

Although  the  strong  trend  of  gynaecology  towards  the  short,  sharp, 
incisive  methods  of  the  surgeon  has  enormously  lessened  the  bother- 
some, tedious  routine  of  ambulatory  patients,  who  were  always  getting 
better  and  yet  never  well,  there  still  remain  some  cases  of  leucorrhoea 
and  cervical  inflammation  which  cannot  be  reached  by  any  other  mode 
of  treatment  but  the  painstaking,  plodding  methods  of  the  office  and 
close  attention  to  hygiene  and  home  treatments. 

I  am  still  far  from  satisfied  with  the  means  of  treating  leucorrhoea 
at  my  command,  so  I  shall  not  dwell  upon  the  relative  merits  of  the 
various  medicaments  in  use,  but  briefly  describe  two  instruments  I 
have  found  helpful  in  making  topical  applications. 

The  first  instrument  is  a  little  glass  reservoir  shown  in  the  first 
figure,  and  designed  to  conduct  fluid  or  viscid  materials,  particularly 
preparations  containing  glycerine  or  ichthyol,  to  the  vatilt  of  the  vagina 
without  soiling  the  vulva  and  smearing  the  instruments.  Its  value  lies 
in  promoting  cleanliness  and  in  bringing  the  drug  in  full  strength  in 
contact  with  the  uppermost  part  of  the  vagina  and  the  cervix,  from 
which  point  it  is  afterwards  slowly  diffused  over  the  rest  of  the  vagina. 

It  is  used  in  this  way :  the  patient  kneels  in  the  knee-chest  position, 
and  a  Sims'  speculum  is  inserted  and  the  perinseum  raised.  The  vagina 
is  then  cleansed  with  cotton  and  the  long  glass  tube  of  the  reservoir 
is  introduced  under  the  speculum.  The  dry  cotton,  or  cotton  and 
wool  pack  is  then  inserted  with  a  packer  which  I  have  made  with  paral- 
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lei  instead  of  with  spreading  prongs.  Then  the  speculum  is  then  with- 
drawn, leaving  the  glass  tube  still  in  place. 

The  ichthyol  and  glycerine  mixture  is  now  poured  into  the  receiver, 
the  quantity  being  measured  by  graduation  marks;  as  soon  as  enough 
has  been  poured  in,  the  opening  above  is  stopped  with  thumb  or  index 
finger  shown  in  dotted  lines,  and  then  by  blowing  through  the  upper 
tube  or  by  forcing  in  air  with  a  rubber  ball,  shown  grasped  in  the  hand, 
the  liquid  is  compelled  to  flow  out  through  the  long  tube,  which  dis- 
charges it  at  the  vault  of  the  vagina. 

A  pack  applied  in  this  way  may  be  left  in  situ  for  from  eighteen 
to  twenty-four  hours,  when  it  is  withdrawn  by  the  patient,  if  needs 


Fig.  i. — Drawn  half  size.  The  fluid  in  the  reservoir  is  in  the  act  of  being 
forced  through  the  long  tube  into  the  upper  vagina.  The  vaginal  pack  is  in  place 
and  the  opening  above  is  closed  with  the  thumb. 

be,  when  she  may  continue  treatment  until  her  next  visit  to  the  physi- 
cian's office  by  using  the  vaginal  douche  nozzle. 

This  second  instrument  is  designed  to  enable  a  patient  to  cleanse 
the  vaginal  tract  more  effectively,  spreading  out  the  folds  and  reaching 
every  part,  without  the  necessity  of  introducing  a  pointed  instrument 
into  the  vagina. 

It  is  made  in  the  form  of  a  short,  blunt  cone  of  hard  rubber,  per- 
forated in  the  center  with  a  short  attachment  for  the  rubber  tubing 
connecting  it  with  the  douche-bag. 
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The  long,  stout  handle  makes  it  easy  to  hold  without  tiring  the 
patient. 

The  douche-bag  is  filled  with  the  solution  of  menthol,  soda  and  borax, 
or  of  alum  or  permanganate,  bichloride  of  mercury,  or  formaline,  and 
the  tube  connected  by  means  of  the  short  neck  with  the  douche-nozzle. 
The  patient  now  places  herself  in  a  semi-reclining  posture  on  the 
douche-pan,  and,  grasping  the  handle  firmly,  introduces  the  blunt, 
rounded  nozzle  into  the  vaginal  orifice  just  far  enough  to  plug  it  and 
prevent  any  reflux  of  the  fluid,  which  is  now  allowed  to  flow  in  and 
distend  the  vagina  thoroughly.     After  about  a  minute  the  nozzle  is 


"'"  Fig.  2. — Vaginal  douche  nozzle  half  size;  the  point  should  be  more  obtuse. 
The  dotted  lines  represent  the  canal  for  the  passage  of  the  fluid.  At  the  upper 
end  is  the  short  attachment  for  the  rubber  tube  connecting  with  the  douche-bag. 
The  handle  is  to  the  right. 

slightly  withdrawn  and  the  fluid  escapes,  then  more  is  allowed  to  run 
in,  and  so  on  until  a  pint  or  more  has  been  used.  By  using  a  "Y"  in 
the  rubber  tube  to  permit  the  fluid  to  escape  by  the  lower  branch,  the 
irrigation  can  be  accomplished  without  any  withdrawal  and  without 
wetting  the  person. 

I  have  not  used  the  instrument  long  enough  to  speak  of  the  advan- 
tages of  using  a  high  pressure  so  as  to  put  the  vaginal  walls  under 
marked  tension.  I  do  not  think  there  is  any  danger  of  forcing  fluid 
into  the  uterus. 

14 1 8  Eutaw  Place. 


196 


Edward  P.  Davis,  M.D. 


WHEN  SHALL  THE  UTERUS  BE  DOUCHED  AND  HOW 
SHALL  IT  BE  DONE?* 

By  Edward  P.  Davis,  A.M.,  M.D., 

Professor  of  Obstetrics,  Jefferson  Medical  College;  Professor  of  Obstetrics  and  Diseases  of  Infancy, 
Philadelphia  Polyclinic;  Visiting  Obstetrician  to  the  Jefferson,  Philadelphia 
and  Polyclinic  Hospitals,  etc. 

Two  important  considerations  warn  us  against  interfering  with 
the  uterine  cavity  during  or  after  labor.  The  first  is  the  danger  that 
by  so  doing  we  may  infect  the  tissues,  and  the  second  is  our  desire  to 
avoid  haemorrhage,  either  through  detachment  of  the  placenta  or  after 
labor  through  interference  with  the  thrombi  which  close  the  sinuses 
of  the  womb.  There  must  be  a  definite  indication  and  a  danger  greater 
than  the  risks  of  interference  to  justify  the  invasion  of  the  uterine 
cavity. 

As  regards  the  risk  of  infection,  it  would  seem  a  simple  matter 
to  so  sterilize  a  douche-tube  or  other  instrument  that  it  would  do 
the  uterine  cavity  no  harm.  The  difficulty  does  not  lie  with  the 
douche-tube  or  instrument;  it  is  with  the  circumstances  under  which 
it  may  be  introduced.  In  many  obstetric  cases,  the  attending  physician 
has  no  sterilizing  apparatus  at  hand  and  depends  upon  boiling  his  in- 
struments in  domestic  utensils  to  secure  asepsis.  The  vagina  is  a 
cavity  so  situated  as  to  be  readily  contaminated  and  made  sterile  with 
the  greatest  difficulty,  and  a  douche-tube  or  instrument  must  first  pass 
through  this  channel  to  reach  the  uterus.  In  obstetric  cases  in  pri- 
vate houses,  insufficient  help  and  the  lack  of  aseptic  appliances  make 
the  practice  of  asepsis  difficult.  It  is  not  then  strange  that  careful 
practitioners  avoid  the  invasion  of  the  uterine  cavity  during  and  after 
labor  so  far  as  possible. 

The  risk  of  haemorrhage  following  the  use  of  the  douche-tube  or 
instrument  exists  principally  in  those  cases  in  which  the  uterus  is 
empty  and  in  which  uterine  contractions  are  deficient  and  the  womb 
remains  enlarged  and  flabby  after  labor.  In  highly  nervous  patients 
with  such  conditions,  any  interference  with  the  uterus  occurring  after 
labor  may  be  followed  by  haemorrhage.  In  some  septic  cases,  intra- 
uterine manipulation  may  be  followed  by  severe  bleeding,  occasioned 
by  relaxation  of  the  womb  and  by  disturbance  of  its  thrombi.  With 
these  considerations,  we  may  appreciate  the  fact  that  careful  precau- 
*  Read  before  the  Philadelphia  Obstetrical  Society,  February  1,  1900. 
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tipns  must  be  taken  to  render  the  introduction  of  a  douche-tube  or 
instrument  within  the  parturient  uterus  a  safe  procedure. 

The  indications  for  an  intra-uterine  douche  are  precisely  those 
conditions  which  are  at  the  same  time  its  dangers,  namely,  septic  in- 
fection and  haemorrhage. 

In  the  former,  it  seems  rational  to  remove  from  the  uterus  retained 
and  decomposing  blood-clot,  placental  tissue,  membranes  or  purulent 
secretion  and  bacteria.  In  cases  which  proceed  normally,  the  uterus 
drains  itself  after  labor  by  its  intermittent  contractions,  and  its  cavity 
being  aseptic,  the  lochial  discharge  is  removed  with  sufficient  thor- 
oughness. When,  however,  infection  is  present,  the  contractions  of 
the  womb  are  less  active,  its  walls  are  relaxed,  the  lochial  discharge 
is  retained  and  partially  absorbed,  and  the  patient  undergoes  a  gradual 
auto-intoxication.  When  the  womb  is  infected,  as  shown  by  an  ab- 
normal lochial  discharge  or  a  lack  of  the  normal  discharge  with  fever 
and  rapid  pulse,  the  indication  is  clear  to  thoroughly  cleanse  the  in- 
terior of  the  womb. 

This  may  be  done  by  the  use  of  a  stream  of  sterile  fluid,  or  by  the 
use  of  dilute  antiseptic  solutions.  In  all  cases  in  which  the  patient 
is  profoundly  depressed  and  has  suffered  from  loss  of  blood,  it  is  well  to 
employ  normal  salt  solution  rather  than  one  of  the  carbolic  derivatives. 
Mercurial  solutions  should  not  be  used  within  the  uterus.  The  dan- 
ger of  absorption  of  mercurial  poison  is  sufficient  to  warn  us  against 
their  employment.  For  the  first  cleansing  of  the  uterus  a  thorough 
exploration  of  its  cavity  is  necessary,  as  well  as  a  douche.  The  finger 
may  be  employed  for  this  purpose,  although  it  will  rarely  be  sufficiently 
long  to  accomplish  the  result  thoroughly.  In  our  experience  it  is  much 
better  to  employ  a  douche  curette,  thoroughly  but  gently  exploring  the 
uterine  cavity  and  douching  it  at  the  same  time.  This  procedure 
rarely  requires  the  use  of  an  anaesthetic.  It  is  but  little  painful,  and 
is  seldom  followed  by  much  disturbance.  The  external  parts  and  the 
vagina  must  be  made  aseptic  before  the  uterine  cavity  is  entered,  and 
the  patient  may  be  conveniently  placed  across  her  bed,  her  hips  pro- 
jecting slightly  over  its  edge.  By  attaching  a  fountain  syringe  to  the 
curette  a  copious  douche  may  be  given.  From  one  to  two  gallons  of 
fluid  may  be  used  to  advantage.  In  septic  cases,  we  prefer  not  to 
employ  a  sharp-edged  instrument,  nor  to  use  forcible  curetting,  as 
we  wish  to  interfere  as  little  as  possible  with  the  zone  of  resistance  in 
the  uterine  tissue  and  with  the  thrombi  closing  its  sinuses. 

In  septic  cases,  after  the  womb  has  been  curetted  as  described,  the 
physician  may  desire  to  give  intra-uterine  douching  a  further  trial,  and 
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then  he  may  employ  a  douche-tube.  This  instrument  should  be  as  sim- 
ple as  possible  in  its  construction,  capable  of  being  thoroughly  steril- 
ized, and  large  enough  to  give  a  free  flow  of  fluid  and  a  prompt  and 
ready  return.  To  fulfill  these  indications,  we  have  long  since  aban- 
doned the  use  of  all  forms  of  douche-tubes  except  the  glass  tube,  and 
occasionally  a  hard-rubber  tube.  For  our  use,  we  have  had  made  a 
tube  of  especially  strong  glass,  having  a  groove  along  the  distal  portion 
of  its  under  surface.  There  is  no  aperture  in  the  tip  of  the  tube,  and 
it  possesses  but  a  single  curve  along  which  are  holes,  which  permit 
the  passage  of  the  fluid.  The  groove  serves  sufficiently  as  a  chan- 
nel for  the  return  flow.  This  tube  may  readily  be  boiled,  and  has 
given  uniform  satisfaction.  For  sterilizing  it  and  also  the  curettes 
employed,  we  use  pans  of  simple  construction  and  convenient  size. 

Intra-uterine  douching  has  long  been  considered  an  efficient  means 
of  treatment  in  post-partum  haemorrhage.  In  this  emergency  it  is  not 
always  easy  to  maintain  aseptic  precautions.  It  is  better  to  be  pre- 
pared for  haemorrhage  before  it  occurs  than  to  run  the  risk  of  infecting 
the  uterine  cavity  through  a  lack  of  preparation.  It  is  our  practice  in 
all  cases  of  labor  to  sterilize  the  glass  douche-tube  and  to  have  ready 
a  sufficient  supply  of  sterile  or  antiseptic  fluid  to  enable  us  to  thor- 
oughly douche  the  uterus  should  bleeding  occur  during  labor  or  soon 
after  its  completion.  The  question  naturally  arises,  by  douching  the 
uterus,  which  is  relaxed  after  the  delivery  of  the  child,  shall  we  not 
remove  clots  which  have  formed  as  plugs  to  close  the  sinuses  of  the 
uterus  ?  The  old  teaching  was  to  turn  out  the  large  clot,  and  this 
we  believe  to  have  been  correct.  A  stream  of  hot  fluid  will  not  re- 
move the  clots  within  the  sinuses  of  the  uterus,  while  a  considerable 
mass  of  coagulum  must  be  removed  if  the  uterus  is  to  contract  properly. 
Intra-uterine  douching  for  haemorrhage  is  most  successful  when  fol- 
lowed by  an  intra-uterine  tampon  of  iodoform  or  sterile  gauze.  The 
two  in  combination  empty  the  womb  and  make  it  impossible  for  a  large 
clot  again  to  form,  while  stimulating  the  uterus  to  contraction. 

If  a  suspicion  arises  that  a  portion  of  placenta  or  membranes  has 
been  retained  within  the  uterus,  and  that  haemorrhage  results  from 
this  cause,  the  douche-curette  should  be  employed.  An  exuberant 
endometrium  and  decidua  may  give  rise  to  haemorrhage,  which  is  best 
controlled  by  curetting  and  douching.  The  disturbance  which  fol- 
lows this  slight  operation  is  more  than  compensated  for  by  the  stimu- 
lating effects  of  the  hot  intra-uterine  fluid  and  by  the  pressure  which 
the  gauze  makes  if  it  is  found  necessary  to  apply  it. 

Cases  are  occasionally  seen  where  sepsis  and  haemorrhage  are  com- 
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bined.  In  these  patients,  the  infection  has  proceeded  to  such  an 
extent  that  the  blood  is  profoundly  altered,  and  its  coagulat- 
ing power  greatly  reduced.  Cases  of  incomplete  abortion  com- 
plicated by  septic  infection  are  sometimes  among  this  class.  In 
these  patients,  prolonged  douching  and  intra-uterine  manipulation 
must  be  avoided.  The  use  of  an  anaesthetic  is  dangerous.  While  it 
is  proper  to  douche  and  cleanse  the  uterus,  this  should  be  done  as 
rapidly  and  gently  as  possible,  the  cavity  firmly  packed  with  gauze, 
and  the  patient  stimulated  in  the  most  active  manner.  Such  cases  are 
occasionally  lost  through  failure  to  rapidly  perform  the  necessary 
manipulations. 

When  labor  must  be  terminated  by  the  introduction  of  the  hand 
'  or  of  an  instrument  within  the  uterine  cavity,  and  when  the  patient 
is  to  some  extent  exhausted,  so  that  the  contractile  force  of  the  uterus 
is  lessened,  we  believe  it  to  be  safest  and  best  to  expedite  the  removal 
of  the  placenta  by  expression,  to  thoroughly  douche  the  uterine  cavity 
with  sterile  water,  normal  salt  solution,  or  1  per  cent,  lysol  at  1  io° 
F.,  and  should  a  tendency  to  relaxation  of  the  uterus  be  feared,  to 
conclude  the  douching  by  an  intra-uterine  tamponade  of  iodoform 
gauze.  When  this  is  removed,  the  uterus  should  again  be  thoroughly 
flushed  with  one  of  the  liquids  named.  No  further  intra-uterine  or  vag- 
inal douches  in  our  experience  have  been  required  after  this  treatment. 

In  haemorrhage,  we  have  seen  excellent  results  follow  an  intra- 
uterine douche  given  as  already  described.  In  septic  infection  we 
have  seen  the  best  results  from  thoroughly  curetting  and  douching  the 
uterus  so  soon  as  the  patient  has  foul  lochia  and  evidences  of  uterine 
infection.  In  a  few  cases,  a  second  uterine  douche  has  seemed  ad- 
vantageous. We  do  not  believe  it  wise  to  give  repeated  intra-uterine 
douches. 

At  each  case  of  confinement  there  should  be  used  a  simple  steril- 
izer in  which  the  instruments  of  the  obstetrician  may  be  boiled.  A 
suitable  tube  for  douching  the  uterus  should  be  in  readiness  at  each 
case.  Its  use,  however,  should  be  very  carefully  limited  in  our  judg- 
ment to  the  indications  given. 
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A  PLEA  FOR  A  MORE  SURGICAL  PRACTICE  OF 
OBSTETRICS.* 

Samuel  L.  Weber,  M.D.,  Chicago. 

The  bulk  of  the  practice  of  obstetrics  is  to-day  in  all  lands  in  the 
hands  of  the  unskilled;  in  the  hands  of  those  untrained  in  surgical 
skill  and  surgical  technique.  In  no  other  branch  of  medicine  exists 
so  great  a  difference  between  the  practice  of  the  professors  of  the  art 
and  that  of  the  body  of  the  practitioners. 

I  wish  to  submit  the  thesis  that  the  correct  practice  of  obstetrics 
requires  not  only  a  knowledge  of  its  physiology,  pathology,  and  gen- 
eral conduct,  but  also  in  a  large  majority  of  cases  a  thorough  training 
in  surgical  art  and  technique.  That  childbirth  is  a  physiological  proc- 
ess is  but  half  the  truth.  The  other  half  is  that  the  majority  of 
cases  of  labor  (and  the  percentage  is  increasing)  are  either  accompa- 
nied or  followed  by  complications  and  accidents  that  either  immediately 
menace  the  woman's  life  or  lay  the  foundation  for  future  illnesses. 
All  of  these  complications  and  accidents  are  surgical  in  their  nature; 
and  I  repeat  they  are  not  recognized  and  handled  by  the  bulk  of  the 
accoucheurs  as  similar  lesions  and  accidents  are,  when  occurring  in 
other  portions  of  the  body. 

Why  is  the  practice  of  obstetrics  a  surgical  art?  I  do  not  wish 
to  refer  to  the  graver  accidents  of  childbirth,  such  as  rupture  of  the 
uterus,  immense  lacerations  of  the  outlet,  cases  of  dystocea  requiring 
Csesarean  section,  symphysiotomy,  etc. ;  these  are  generally  conceded 
to  belong  to  the  surgeon.  I  wish  to  consider  merely  the  ordinary 
run  of  obstetrical  work. 

What  is  a  successful  obstetric  case?  One  in  which  the  child  is 
born  alive  and  uninjured,  and  in  which  the  mother  remains  alive,  and, 
after  a  period  of  non-febrile  convalescence  of  about  three  weeks,  is 
in  good  general  health  and  free  from  anatomical  defects  sufficiently 
grave  to  be  the  cause  of  future  illness.  Is  such  success  generally  at- 
tained? Is  it  intelligently  striven  for  by  the  body  of  accoucheurs? 
Certainly  not. 

Our  books  and  teaching  of  obstetrics  come  from  men  who  practice 
cbstetrics  alone  or  obstetrics  and  gynaecology  only,  and  whose  ripe 
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experience  and  statistics  come  from  large  maternities  over  which  they 
are  the  chiefs.  In  these  large  maternities  abroad  the  bulk  of  the 
material  consists  of  healthy  young  primiparae.  Furthermore,  in  those 
maternities  the  puerperse  are  kept  but  ten  days  or  so,  then  sent  out 
and  never  seen  again.  Their  future  well-being  and  anatomical  sound- 
ness is  not  inquired  into  and  is  not  known. 

Mortality  and  morbidity  statistics  obtained  from  such  sources  differ 
in  essential  points  from  mortality  and  morbidity  statistics  obtained  in 
the  general  private  practice  of  obstetrics. 

In  the  first  place,  the  material  is  different.  In  general  private  prac- 
tice we  get  primiparae  and  multiparas,  the  latter  in  greater  number. 
We  get  a  far  greater  number  of  women  in  whom  autoinfection  is  pos- 
sible. The  condition  of  a  healthy  genital  tract — a  sterile  uterine  cav- 
ity, a  plug  of  mucus  in  the  cervix,  and  the  vaginal  bacillus  the  only 
tenant  of  an  acid  secretion  in  the  vagina — will  be  found  in  but  a  mod- 
erate number  of  pregnant  women.  Endometritis,  mild  or  grave,  is 
very  common;  large  granulating  and  pus-discharging  cervical  tears 
are  fairly  common;  gonorrhoea,  pure  or  mixed  infection,  is  fairly  com- 
mon ;  a  relaxed  vaginal  outlet  inviting  the  ingress  of  a  constant  stream 
of  fresh  and  virulent  bacteria  into  the  vagina  is  common.  Every  third 
woman  we  confine  gives  a  history  of  leucorrhoea.  Every  second  woman 
we  confine  gives  a  history  of  recent  abortions — induced  or  accidental. 

In  the  second  place,  their  mortality  is  much  lower.  That  is  neces- 
sarily so — for  two  reasons.  Their  material  is  so  much  more  favorable, 
as  has  just  been  pointed  out;  and  their  mastery  of,  and  facilities  for, 
doing  aseptic  work  is  so  much  greater.  Reading  their  low  mortality 
statistics  lulls  the  general  practitioner  into  an  indifference  to  asepsis 
and  antisepsis.  "Oh,  well;  the  danger  is  very  slight,  anyway,"  is  a 
common  remark. 

As  is  well  known,  however,  to  those  who  have  looked  up  general 
mortality  statistics  and  who  keep  their  eyes  open  to  what  is  going  on 
in  the  sphere  of  their  possible  observation,  the  mortality  in  general 
obstetrics  has  not  been  reduced  so  very  much  in  the  past  generation. 

In  the  third  place,  their  morbidity  statistics  are  worthless.  In 
nearly  every  book  and  article  by  maternity  professors  morbidity  means 
puerperal  fever  which  did  not  end  fatally.  Are  the  puerperal  fevers 
the  only  ailments  which  arise  during  or  are  caused  by  the  parturient 
act?  By  no  means.  This  is  a  matter  that  is  not  given  the  emphasis 
it  deserves  by  our  teachers  and  writers.  Every  fragment  of  placental 
tissue  left  behind  in  the  uterus  may  give  rise  to  immediate  or  future 
trouble.    Every  laceration  of  the  cervix  or  of  the  vagina  may  do  the 
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same.  Tears  of  the  pelvic  floor  are  very  common  and  generally  over- 
looked and  left  unrepaired  to  give  the  woman  future  years  of  varie- 
gated misery  and  treatment. 

Subinvolution,  flexions,  metritis,  endometritis,  endocervicitis,  re- 
flexed  vaginal  outlet,  vaginal  prolapse,  rectocele,  cystocele,  descensus 
and  prolapse  of  the  uterus — any  of  these  may  be  the  result  of  confine- 
ment, and  if  so  must  come  under  the  heading  of  morbidity  of  the  puer- 
perium  even  if  they  do  not  manifest  themselves  until  some  time  after 
confinement. 

Looked  at  in  this  light  the  possible  morbidity  of  the  parturient 
process  is  enormous.  Far  greater  in  private  than  in  hospital  practice, 
because  of  the  lack  of  facilities  for  septic  and  surgical  work,  and  be- 
cause of  the  lack  of  skill  of  the  general  accoucheur. 

It  is  very  evident  that  all  accidents  and  departures  from  the  nor- 
mal, whether  grave  or  of  minor  degree,  which  occur  during  a  case 
of  confinement  are  of  surgical  nature  and  to  be  met  by  the  employment 
of  surgical  procedures.  Both  accoucheurs  and  the  laity  consider  an 
accouchement  successfully  conducted  if  the  child  is  born  alive,  and  the 
woman  does  not  get  fever  and  escapes  without  a  perinatal  tear  that 
extends  into  or  beyond  the  sphincter  ani  muscle.  I  maintain  that  a 
woman  has  a  right  to  expect  more  than  this  from  her  accoucheur.  She 
has  a  right  to  expect  to  be  left  in  such  a  condition  that  she  will  not 
suffer  in  the  future — with  uterus  empty  and  well  contracted,  with 
no  large  cervical  tear,  no  laceration  of  the  pelvic  floor,  and  no  infec- 
tion. In  conducting  a  confinement  case  there  is  required  far  more 
than  merely  a  little  soap  and  water  for  the  hands  and  letting  nature 
do  the  rest. 

If  women  were  educated  up  to  this  point  then  "anybody"  would 
not  be  considered  good  enough  to  conduct  a  confinement  case;  then 
there  would  be  an  end  to  the  mediaeval  institution  of  midwives;  then 
there  would  be  a  demand  for  thorough  training  in  obstetrics;  then 
obstetrics  will  rank  as  a  specialty. 

Let  us  see  what  a  proper  conduct  of  a  confinement  case  should  be. 
First,  a  knowledge  of  gynaecological  and  general  medical  history  of 
the  woman.  Does  she  give  a  history  of  recent  leucorrhcea?  Of 
gonorrhoea?  Has  she  a  large,  relaxed,  vaginal  outlet?  If  either  of 
tl'ese  things,  then  antiseptic  as  well  as  aseptic  procedure  will  have  to 
be  employed.  We  thus  should  separate  the  septic  from  the  aseptic 
cases.  Of  course,  only  a  bacteriological  examination  will  enable  us  to 
do  this  with  certainty,  and  in  maternities  and  in  private  practice  when 
possible  it  should  be  done. 
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In  all  cases  the  patient  should  be  prepared  as  for  a  vaginal  opera- 
tion. The  hair  about  the  parts  should  be  closely  cut — it  were,  of 
course  better  to  shave — and  the  parts  cleansed  as  for  a  surgical  opera- 
tion. The  bed-clothes  and  the  patient's  chemise  and  drawers  should 
be  freshly  washed  and  put  on  clean  for  the  confinement.  The  room 
and  surroundings  should  be  prepared  as  nearly  as  possible  for  a  sur- 
gical operation.  The  accoucheur  and  assistants  in  surgical  attire  and 
in  a  surgical  state  of  cleanliness.  In  the  leucorrhoeal  and  other  possi- 
bh  septic  cases  the  vagina  should  be  disinfected  as  for  a  vaginal  opera- 
tion; simply  a  douche  of  course,  will  not  do.  In  the  aseptic  cases, 
which  are  the  majority,  no  vaginal  disinfection  should  be  attempted. 
Examinations  should  be  as  few  as  possible,  but  the  same  time  as  often 
as  necessary.  The  second  stage  of  labor  should  not  be  allowed  to 
continue  too  long.  If  progress  is  not  continuous,  there  should  be 
no  hesitation  about  applying  the  forceps.  Prolonged  labor  produces 
dcpiession  and  shock,  the  lowered  vitality  produced  thereby  favors 
the  spread  of  infection.  When  the  child  is  about  to  be  born  the  pa- 
tient should  be  put  on  a  properly  prepared  table  in  the  lithotomy  posi- 
tion. Any  necessary  manoeuvre  can  be  more  dexterously  performed 
on  a  table  than  in  a  bed.  Forceps  can  be  applied  and  used,  and 
version  and  extraction  more  easily  done.  The  perinaeum  can  be  more 
readily  protected ;  and  after  the  birth  of  the  child  haemorrhage,  if  any, 
ctn  be  controlled  more  easily.  Besides,  what  is  of  greater  importance, 
perfect  aseptic  and  antiseptic  work  can  be  done  only  on  the  table.  The 
woman  should  now  be  kept  on  the  table  until  everything  is  over.  Dur- 
ing the  fifteen  or  thirty  minutes  between  the  expulsion  of  the  child  and 
that  of  the  placenta,  the  patient  must  be  made  as  comfortable  as  pos- 
sible on  the  table,  the  limbs  allowed  to  be  straightened,  the  patient 
well  covered,  and  a  stimulant  of  something  warm  given.  When  the 
placenta  comes  or  is  extracted  the  lithotomy  position  of  the  patient 
is  resumed.  The  placenta  should  be  carefully  inspected.  If  there 
is  any  deficiency,  the  retained  fragment  must  be  recovered.  If  neces- 
sary there  should  be  no  hesitation  to  pass  the  hand  into  the  uterus. 
The  neglect  to  do  this  is  very  common ;  the  possibilities  of  bad  results 
from  placental  fragments  left  in  the  uterus  are  numerous — haemor- 
rhage, sepsis,  subinvolution  and  endometritis.  We  must  in  every  case 
leave  an  absolutely  empty  uterine  cavity.  We  must  now  in  every  case 
inspect  the  genital  canal.  A  large  cervical  tear  should  be  sewed  up 
at  once.  A  small  one  may  be  disregarded  in  the  clean  cases.  When 
leucorrhoea  is  present  it  is  best  to  sew  up  even  a  minor  cervical  tear, 
for  in  these  cases  every  additional  raw  surface  is  another  invitation 
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for  infection  and  a  future  endometritis.  Superficial  tears  of  the  vagina 
may  be  neglected  in  the  clean  cases,  but  sutured  in  the  leucorrhoeal 
cases. 

The  most  careful  search  should  then  be  made  for  a  laceration  of 
the  levator  ani  muscle  or  the  floor  of  the  pelvis.  This  is  the  most 
serious  lesion  if  left  untreated.  It  is  very  commonly  overlooked.  It 
is  seen  as  a  deep  tear  in  one  or  the  other  or  both  sides  of  the  vagina, 
almost  always  a  continuation  upwards  of  a  laceration  of  the  perinaeum. 
That  such  a  laceration  of  the  pelvic  floor  is  common  is  shown  by  the 
great  frequency  of  rectocele,  cystocele,  and  other  evidences  of  a  relaxed 
vaginal  outlet,  as  it  is  now  called.  There  is  no  excuse  for  leaving 
this  serious  lesion  unrepaired.  If  looked  for  it  can  be  found,  and  it 
can  be  readily  repaired.  A  woman  has  a  right  to  have  such  an  injury 
repaired  at  once,  for  if  unrepaired  it  eventually  and  certainly  crip- 
ples and  invalids  her.  It  is  especially  criminal  not  to  repair  this  in- 
jury at  once,  for  it  can  rarely  be  repaired  later,  as  the  torn  fibres  of  the 
muscle  retract  and  soon  atrophy.  Future  repairs  of  a  relaxed  vaginal 
outlet  rarely  accomplish  more  than  a  narrowing  of  the  mucous  mem- 
brane lining  the  vagina,  no  matter  whose  plan  of  denudation  is  fol- 
lowed ;  the  muscular  support  of  the  vagina  not  being  there,  the  mucous 
membrane  stretches  again  and  the  old  condition  of  vaginal  prolapse 
recurs.  The  tear  of  the  perinaeum,  if  any,  should  now  be  repaired. 
The  uterus  meanwhile  should  be  gently  massaged  and  watched. 

If  the  hand  has  been  introduced  into  the  uterus,  if  forceps  have 
been  used,  and  if  any  suturing  has  been  done,  the  whole  genital  canal 
should  be  copiously  irrigated,  with  sterile  water  in  the  clean  cases,  and 
with  lysol  solution  in  the  leucorrhoeal  ones. 

The  clean  cases  require  no  further  local  attention.  The  cases  in 
which  autoinfection  is  possible  should  have  two  copious  antiseptic 
uterine  irrigations  daily  for  three  or  four  days. 
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REMARKS  ON  EXTRA-UTERINE  PREGNANCY.* 
By  Charles  P.  Noble,  M.D., 

Surgeon-in-Chief,  Kensington  Hospital  tor  Women,  Philadelphia. 

A  number  of  interesting  experiences  with  extra-uterine  pregnancy, 
some  of  them  of  recent  date,  have  induced  me  to  make  a  few  remarks 
upon  this  subject,  in  order  to  record  the  experiences  in  question  and 
to  open  the  subject  for  discussion  in  the  society.  At  the  present  time 
I  have  five  patients  in  bed  recovering  from  operations  for  extra-uterine 
pregnancy.  Four  of  these  patients  were  operated  upon  in  the  Ken- 
sington Hospital  for  Women,  and  one  in  a  private  house.  One  of 
them  was  operated  upon  for  tubal  pregnancy  previously,  April  25,  1898. 
A  similar  experience  was  encountered  in  a  case  under  the  care  of 
Dr.  Parke,  who  operated  for  tubal  pregnancy  first  August  27,  1898, 
and  for  the  second  time  upon  the  same  patient  in  June,  1899.  Some 
years  ago  I  had  the  experience  of  operating  successively  upon  three 
patients  for  tubal  pregnancy.  Two  of  the  operations  were  done  on  one 
day,  and  the  third  on  the  succeeding  day.  At  that  time  another  pa- 
tient was  in  the  hospital  upon  whom  an  operation  had  been  done  for 
extra-uterine  pregnancy  some  time  previously.  It  seemed  to  me  that 
this  experience  was  sufficiently  interesting  to  warrant  a  report. 

Ectopic  pregnancy,  long  considered  a  condition  of  extreme  rarity, 
is  now  known  to  be  relatively  common;  indeed,  about  five  per  cent,  of 
the  abdominal  sections  which  I  have  done  have  been  for  this  condi- 
tion. It  is  my  experience  that  most  of  the  cases  of  extra-uterine 
pregnancy  which  come  under  the  observation  of  the  surgeon  are  suf- 
fering from  a  haematocele  due  to  a  partial  or  complete  tubal  abortion. 
Unfortunately,  this  point  has  not  always  been  recorded,  so  that  I  am 
unable  to  give  the  exact  percentage  of  tubal  abortion  as  contrasted 
with  tubal  rupture,  but  am  satisfied  that  it  represents  at  least  three- 
fourths  of  the  cases.  The  first  case  of  tubal  pregnancy  upon  which 
I  operated  was  a  curious  and  interesting  instance  of  incomplete  tubal 
abortion.  The  ovum  was  situated  about  the  middle  of  the  tube,  and 
the  haemorrhage  was  moderate  in  amount,  but  must  have  been  fairly 
continuous.  The  result  was  that  the  blood  coagulated  in  the  tube 
and  external  to  the  ovum,  and  the  fresh  haemorrhage  forced  the  clots 
of  the  tube.    This  process  being  more  or  less  continuous,  resulted  in 

*  Read  before  the  Philadelphia  Obstetrical  Society  , February  i,  1900. 
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the  formation  of  a  mass  of  clots  filling  the  pelvis,  which  took  the  shape 
of  coils  of  sausage.  It  is  fortunate  for  women  that  tubal  abortion 
is  more  common  than  tubal  rupture,  as  the  haemorrhage  is  much  less 
apt  to  be  profuse  in  amount.  Time  is  afforded  for  coagulation  of  the 
blood  and  the  formation  of  a  haematocele,  and  also  for  a  diagnosis  by 
the  physician,  or  at  least  for  sufficient  suspicion  on  his  part  to  induce 
him  to  call  counsel.  Hence,  in  these  cases  the  prognosis  is  good,  as 
almost  invariably  they  can  be  operated  upon,  and  in  my  experience 
every  such  case  has  recovered. 

When  a  tubal  abortion  is  complete,  the  haemorrhage  may  be  more 
free.  One  of  the  five  cases  alluded  to  as  now  under  treatment  was 
an  instance  of  this  variety.  The  pregnancy  was  in  the  outer  extremity 
of  the  right  tube,  and  had  been  completely  extruded  through  the  fim- 
briated opening.  This  patient  had  lost  much  blood,  and  was  suffer- 
ing markedly  from  acute  anaemia.  Rupture  of  the  tube  with  extru- 
sion of  the  ovum  through  the  rent  is  much  more  rare,  and  none  of  these 
cases  have  come  under  my  care  for  some  time.  The  violence  of  the 
haemorrhage  depends  partly  upon  the  extent  of  the  rent  and  the  size 
of  the  vessels  involved,  and  also  upon  whether  the  rent  is  more  or  less 
perfectly  plugged  by  the  partial  escape  of  the  ovum.  In  a  general  way, 
however,  it  may  be  said  that  the  nearer  the  rent  is  to  the  uterus  the 
greater  will  be  the  haemorrhage.  In  rupture  near  the  uterus  the  haem- 
orrhage is  always  great.  The  cases  upon  which  I  have  operated  in 
which  the  abdomen  was  filled  with  blood  were  instances  of  this  vari- 
ety. Several  times  I  have  been  called  to  see  patients  with  ruptured 
tubal  pregnancy,  and  have  found  them  dead  on  my  arrival.  In  these 
cases  autopsy  demonstrated  that  the  rupture  had  taken  place  through 
the  tube  near  the  uterus. 

I  have  never  seen  an  instance  of  rupture  of  the  tube  into  the  broad  t 
ligament,  nor  do  I  believe  that  such  a  case  has  been  reported  among 
the  many  which  have  been  brought  before  our  local  societies.  While 
one  would  not  be  warranted  in  denying  the  occurrence  of  this  variety 
of  rupture,  it  is  evident  that  it  is  of  extreme  rarity,  and  in  a  given 
case  the  evidences  of  its  occurrence  should  be  convincing  before  it  is 
admitted. 

An  experience  of  some  fifty  cases  has  resulted  in  the  following 
rules  to  guide  me  in  dealing  with  this  condition :  For  cases  of  tubal 
abortion  or  rupture  with  haematocele,  when  the  patient  is  in  good  con- 
dition, a  deliberate  operation  is  done,  the  appendage  involved  is  re- 
moved, the  mass  of  clots  is  removed  with  the  hand,  semi-organized 
clots  are  picked  away  except  those  parts  which  may  be  intimately  ad- 
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herent  to  the  bowel  or  mesentery,  then  the  pelvis  is  carefully  sponged 
out  with  salt  solution,  the  abdomen  is  left  full  of  salt  solution,  and  the 
wound  closed.  Should  the  opposite  appendage  require  removal, 
hysterectomy  is  preferred  to  bi-lateral  salpingo-oophorectomy,  because 
it  leaves  the  peritonaeum  of  the  pelvis  in  a  more  healthy  condition. 

When  the  haematocele  from  a  ruptured  tubal  pregnancy  has  sup- 
purated, vaginal  incision  and  drainage  is  the  operation  of  choice.  As 
suppuration  is  relatively  of  infrequent  occurrence,  colpotomy  in  my 
judgment  should  rarely  be  resorted  to  for  haematocele.  As  abdominal 
section  in  the  non-suppurating  cases  of  haematocele  has  been  without 
mortality,  and  as  the  various  conditions  present  can  be  more  thoroughly 
and  satisfactorily  dealt  with  from  above,  I  can  see  no  advantage  in 
substituting  colpotomy  in  this  class  of  cases.  What  especially  in- 
duces me  to  prefer  cceliotomy  is  the  uncertainty  of  controlling  haemor- 
rhage in  the  more  recent  cases  of  ruptured  tubal  pregnancy  when  oper- 
ated upon  by  colpotomy,  and  the  facility  of  dealing  with  this  com- 
plication by  coeliotomy. 

There  remains  the  class  of  cases  which  must  be  operated  upon 
during  shock  and  acute  anaemia  from  haemorrhage,  in  which  the  ab- 
domen is  more  or  less  filled  with  liquid  blood,  and  the  pelvis  filled  or 
not,  as  may  be,  with  clots.  The  prognosis  in  this  class  of  cases  de- 
pends on  whether  the  entire  haemorrhage  has  taken  place  at  once  or 
at  intervals,  upon  the  vitality  of  the  patient,  and  last,  but  not  least, 
upon  the  technique  of  the  operation  employed.  In  my  earlier  experi- 
ence several  such  cases  were  lost  because  too  refined  an  operation  was 
performed.  It  is  also  true  that  some  years  ago,  before  the  general 
use  of  transfusion  and  hypodermoclysis  in  the  treatment  of  haemor- 
rhage and  shock,  we  were  less  able  to  deal  successfully  with  such  cases 
than  at  present.  This  class  of  cases  is  unable  to  withstand  a  pro- 
longed anaesthesia  or  much  intraperitonaeal  manipulation.  The  involved 
appendage  should  be  rapidly  secured  and  tied  off,  large  masses  of  clots 
should  be  removed  by  hand,  and  then  the  abdomen  washed  out  with 
an  old-fashioned  Tait  irrigator,  which  will  remove  the  blood  and  wash 
out  the  clots  with  far  less  traumatism  to  the  intestines  than  any  other 
method.  Too  much  time  should  not  be  taken  to  wash  out  every  por- 
tion of  blood,  nor  in  removing  semi-organized  and  firmly  attached  clots. 
As  a  rule  the  abdominal  contents  in  such  cases  are  aseptic,  and  when 
this  is  true  the  peritonaeum  will  digest  a  considerable  amount  of  blood. 
The  abdomen  should  be  left  filled  with  salt  solution  and  the  incision 
rapidly  closed.  In  such  cases  much  should  be  sacrificed  to  rapidity 
in  operating,  so  as  to  lessen  the  duration  of  anaesthesia  and  the  handling 
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of  the  abdominal  viscera.  In  such  cases  it  is  well  to  introduce  salt 
solution  by  hypodermoclysis  before  operating,  to  use  strychnine  and 
digitalis  in  full  doses,  to  keep  the  patient  warm  by  the  application  of 
hot-water  bottles ;  and  after  operation,  if  the  condition  of  the  circu- 
lation demands  it,  to  introduce  salt  solution  by  intravenous  trans- 
fusion. 

The  history  of  the  two  cases  of  repeated  tubal  pregnancy  follows : 
Mrs.  S.,  aged  twenty-eight,  has  been  married  six  years.  She  has 
had  no  children,  but  has  had  one  miscarriage  and  two  tubal  preg- 
nancies. Her  history  was  uneventful  until  1895,  when  she  had  a  mis- 
carriage, from  which  she  made  a  good  recovery.  In  July,  1897, 
she  suffered  from  concussion  of  the  brain  and  spinal  cord,  the 
result  of  being  thrown  from  a  bicycle.  She  became  pregnant 
in  November,  1897,  the  pregnancy  being  located  in  the  right 
Fallopian  tube.  The  diagnosis  was  not  made  for  some  time. 
The  breasts  enlarged,  and  she  suffered  from  nausea  and  from  enlarge- 
ment of  the  glands  in  the  left  axilla.  These  symptoms  disappeared, 
and  menstruation  recurred.  After  December  she  had  irregular  bloody 
discharges.  The  family  physician,  Dr.  Roederer,  diagnosed  extra- 
uterine pregnancy,  but  Dr.  Mordecai  Price  disagreed  and  considered 
that  the  pregnancy  was  uterine.  From  this  time  on  most  of  her  time 
was  spent  in  bed,  and  upon  exertion  she  would  suffer  from  pain,  fol- 
lowed by  fainting  attacks.  In  February  she  began  to  have  an  offensive, 
tarry  discharge.  On  April  23d,  after  violent  pain,  followed  by  internal 
haemorrhage,  the  diagnosis  was  concurred  in  by  Dr.  Price,  and  opera- 
tion was  performed  April  25th.  The  hematocele  had  already  suppu- 
rated. The  right  ovary  and  tube  were  removed,  and  a  glass  drainage- 
tube  was  inserted.  Glass  and  rubber  drainage  were  used  until  May 
5th.  Thereafter  she  began  to  suffer  from  septic  symptoms,  which 
were  diagnosticated  as  typhoid  fever.  This,  however,  proved  to  be 
suppuration  in  the  pelvis,  and  was  relieved  by  the  breaking  down  of 
the  abdominal  incision  and  the  discharge  of  pus. 

After  recovering  from  her  first  operation  she  remained  well  until 
October,  1899.  when  she  again  became  pregnant.  She  missed  a  period 
and  suffered  from  nausea  and  the  usual  symptoms  of  pregnancy.  On 
December  4th  it  was  thought  that  she  had  aborted.  The  symptoms 
were  undoubtedly  produced  by  throwing  off  of  the  decidua.  She  lost 
blood  for  some  days,  and  was  kept  in  bed  for  two  weeks,  when  it  was 
supposed  she  had  recovered.  December  26th  she  had  was  was  con- 
sidered to  he  her  menstrual  period,  which  lasted  four  days  without 
pain.     On  January  6th  she  paid  a  visit  to  some  friends.     She  was 
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seized  with  excruciating  pains  in  the  left  inguinal  region,  which  caused 
her  to  faint;  at  the  same  time  there  was  a  metrostaxis.  January  17th 
she  had  recovered  sufficiently  to  return  home  in  a  cab.  I  saw  her 
January  18th,  when,  upon  examination,  a  large  mass  was  felt  behind 
and  to  the  left  of  the  uterus.  The  physical  examination,  in  connec- 
tion with  the  history,  led  to  a  diagnosis  of  probable  extra-uterine  preg- 
nancy, for  which  immediate  operation  was  advised,  and  performed 
January  20th.  The  left  tube  was  found  pregnant,  and  the  cause  of  the 
symptoms  an  incomplete  abortion.  A  small  amount  of  clots  was  pres- 
ent, and  these,  together  with  the  left  appendage,  were  removed.  The 
patient  has  made  an  uncomplicated  recovery. 

Mrs.  F.,  aged  27,  primipara,  was  admitted  to  the  Kensington  Hos- 
pital for  Women,  August  25,  1898.  She  gave  the  usual  history  of 
ectopic  pregnancy5— namely,  that  she  had  missed  a  period,  and  later  she 
was  taken  with  violent  abdominal  pain,  accompanied  by  metrostaxis. 
She  complained  of  faintness,  but  had  not  actually  fainted.  Dr.  Parke 
operated  by  abdominal  section  on  the  27th,  and  found  the  left  tube 
pregnant.  The  condition  present  was  an  incomplete  tubal  abortion. 
The  clots  filled  the  pelvis  and  extended  to  the  abdomen.  The  clots 
and  affected  appendage  were  removed.  The  patient  did  not  do  well. 
The  pelvis  suppurated,  and  the  pus  was  evacuated  by  vaginal  in- 
cision September  12th,  after  which  she  made  a  good  recovery. 

Mrs.  F.  was  again  admitted  to  the  hospital  June  24,  1899.  She 
gave  a  history  quite  similar  to  that  of  the  first  attack;  indeed,  so  much 
so,  that  she  had  made  the  diagnosis  herself.  After  the  first  operation 
she  had  menstruated  regularly,  the  periods  lasting  three  days  without 
pain.  Her  last  period  was  in  April.  She  missed  the  May  and  June 
periods.  After  menstruation  was  due  in  June  she  was  seized  with 
severe  pain,  accompanied  with  metrostaxis,  and  also  with  faintness. 
She  continued  to  bleed  for  two  weeks  before  consulting  Dr.  Parke. 
On  examination  a  large  pelvic  mass  was  found  displacing  the  uterus 
forward  and  upward.  A  diagnosis  of  ectopic  pregnancy  was  made, 
and  confirmed  by  operation  on  the  26th.  The  condition  present  was 
an  incomplete  tubal  abortion  of  the  right  tube.  The  right  uterine  ap- 
pendage and  clots  were  removed.  She  made  a  good  recovery  from 
the  operation,  which,  however,  was  interrupted  by  suppuration  in  the 
abdominal  wound. 


2IO 


Henry  C.  Coe,  M.D. 


DETACHED  OR  PARASITIC  TUMORS  OF  THE  UTERUS 

AND  OVARY.* 

By  Henry  C.  Coe,  M.D.,  New  York. 

The  fact  that  this  subject  possesses  more  interest  for  the  pathologist 
than  for  the  abdominal  surgeon  doubtless  accounts  for  the  brief  and 
occasional  references  to  it  in  works  on  gynaecology.  Yet  it  is  to  the 
surgeon  that  the  pathologist  must  look  for  a  careful  study  of  the  con- 
ditions existing  on  opening  the  abdomen,  which  can  throw  so  much 
light  upon  the  nature  and  origin  of  doubtful  neoplasms. 

Unfortunately  many  clinical  reports  are  so  vague  and  inexact  that 
they  are  valueless  for  scientific  purposes,  while  rare  specimens  are  too 
often  mislaid  or  thrown  away  before  careful  descriptions  of  them  have 
been  recorded.  This  criticism  applies  directly  to  the  tumors  under 
discussion,  which  have  doubtless  been  frequently  observed  during  the 
course  of  operations,  though  they  have  seldom  been  accurately  de- 
scribed. 

We  are  indebted  to  Dr.  I.  S.  Stone  for  a  review  of  the  literature 
of  the  subject,  in  his  paper  on  "Migrant  Tumors  of  the  Uterus  and 
Ovary."f 

He  properly  objects  to  the  use  of  the  term  "parasitic"  in  connection 
with  these  growths,  preferring  "migrant,"  since  the  latter  word 
would  convey  the  idea  of  further  or  continuous  motion  or  migration. 
It  seems  to  me  that  this  expression  is  equally  open  to  criticsm,  for 
one  can  hardly  regard  these  tumors  as  "having  wandered  off  and  found 
new  attachments"  (to  quote  the  writer's  own  words).  The  range  of 
mobility  is  usually  so  limited  that  the  idea  of  migration  is  misleading. 

My  attention  has  been  recently  directed  to  this  interesting  question 
by  the  following  case: 

Mrs.  M.,  thirty-five  years  of  age,  married  six  years;  has  two  chil- 
dren, the  first  born  four  years,  the  second  two  years  ago.  During  her 
first  pregnancy  a  tumor  could  plainly  be  felt  in  the  right  iliac  region, 
which  was  thought  to  be  the  head  of  a  twin.  After  delivery,  how- 
ever, it  was  recognized  as  a  pedunculated  fibroid  attached  to  the  fundus 
uteri.  Throughout  her  second  pregnancy  and  after  delivery  the  tu- 
mor occupied  the  same  position  and  had  not  increased  in  size.  Six 

*  Read  before  the  New  York  Obstetrical  Society,  January  9.  1900. 
\  Transaction?,  American  Gynecological  Society,  Vol.  23,  1898. 
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months  after  the  birth  of  the  child,  the  patient  had  an  attack  of  local- 
ized peritonitis,  from  which  she  recovered  in  three  weeks,  with  a 
pain  in  the  right  ovarian  region  that  has  been  more  or  less  constant 
ever  since,  being  aggravated  at  the  time  of  menstruation.  There  were 
no  vesical  symptoms  at  any  time.  Her  physician  since  informed  me 
that  he  attended  her  in  two  subsequent  attacks  of  peritonitis. 

The  last  regular  period  occurred  in  October,  1899;  a  few  days  later 
an  irregular  flow  began  and  continued  at  intervals,  with  the  occasional 
passage  of  shreds  until  I  saw  the  patient  on  December  4th.  She  stated 
that  she  had  had  several  attacks  of  colicky  pain  in  the  right  ovarian 
region,  one  occurring  while  she  was  on  the  street,  so  that  it  was  with 
great  difficulty  that  she  was  able  to  reach  home;  on  another  occa- 
sion she  fell  to  the  floor  in  a  faint.  During  this  time  she  had  a  rise 
of  temperature  and  evidences  of  localized  peritonitis. 

On  examination  I  found  the  uterus  not  appreciably  enlarged,  and 
displaced  anteriorly  by  an  irregular  mass  in  the  cul  de  sac,  extremely 
sensitive  to  the  touch.  On  the  opposite  side,  in  front  of  the  uterus, 
and  situated  near  the  pelvic  brim,  was  a  firm  tumor  the  size  of  a 
Messina  orange,  which  was  thought  to  be  of  ovarian  origin.  The 
pelvic  organs  were  fixed  by  exudate.  Dr.  George  W.  Jarman,  who 
saw  the  patient  with  me,  believed  that  the  mass  in  the  cul  de  sac  was 
possibly  a  ruptured  ectopic  sac. 

Abdominal  section  was  performed  December  6th,  after  curettement 
of  the  uterine  cavity  with  negative  results.  The  omentum  was  drawn 
down  over  the  uterus  and  apparently  adherent  to  the  fundus  of  the 
bladder,  but  on  attempting  to  separate  it,  it  was  found  to  be  attached 
to  a  fibrous  tumor,  which  seemed  to  be  embedded  in  the  wall  of  the 
bladder.  The  vascular  omental  adhesions  were  ligated  and  divided, 
and  the  growth  was  enucleated  from  the  vesico-uterine  pouch  and  blad- 
der, a  large  bleeding  surface  being  left,  which  was  closed  with  a  catgut 
suture.  No  trace  of  a  pedicle  could  be  found  either  on  the  surface  of 
the  tumor,  or  at  any  point  on  the  uterus. 

After  removing  the  neoplasm,  attention  was  turned  to  the  mass 
in  Douglas's  pouch,  which  proved  to  be  a  tubal  abortion  surrounded 
by  old  and  recent  blood-clots.  It  was  enucleated  with  considerable 
difficulty,  owing  to  its  intimate  relations  with  the  rectum,  uterus,  and 
the  floor  of  the  pelvis.  The  left  ovary  and  tube,  though  quite  adherent, 
were  fairly  normal  in  appearance  so  that  they  were  not  removed.  Ver- 
miform appendix  normal. 

After  thorough  irrigation  of  the  cavity  with  saline  solution,  the 
pelvis  was  packed  with  gauze  on  account  of  the  large  oozing  surface, 
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an  end  of  the  strip  being  carried  through  into  the  vagina.  The  pa- 
tient's condition  after  the  operation  was  at  no  time  such  as  to 
cause  anxiety,  and  she  was  discharged  on  the  twenty-third  day. 
The  uterus  was  in  normal  position  and  fairly  movable,  and  no  indura- 
tion could  be  palpated  at  the  site  of  either  the  tumor  or  the  ectopic  sac. 
Disregarding  the  tubal  pregnancy,  as  merely  a  recent  complication, 
it  is  interesting  to  review  the  history  of  this  case  in  the  light  of  the 
conditions  found  at  the  time  of  the  operation.  It  is  evident 
that  the  tumor  was  originally  a  sub-peritonaeal  fibroid,  probably 
attached  to  the  anterior  surface  of  the  fundus  uteri,  which  be- 
came separated  from  the  uterus  as  the  result  of  axial  rotation  and 
descended  into  the  vesico-uterine  pouch,  where  it  became  adherent.  The 
initial  attack  of  peritonitis  may  have  occurred  in  consequence  of  this 
rotation,  although  there  is  no  reason  to  infer  that  the  occurrence  of 
this  accident  in  the  case  of  a  small  non-vascular  fibroma  would  be  fol- 
lowed by  the  same  inflammatory  changes  as  in  axial  rotation  of  ovarian 
cysts.  The  attack  may  have  been  secondary  to  salpingitis  in  the  right 
•  tube,  which  was  evidently  diseased.  At  any  rate  the  circulation  in 
the  pedicle  was  interrupted,  and  the  tumor  received  its  nourishment 
entirely  through  the  adhesions,  both  vesical  and  omental.  These  ad- 
hesions were  doubtless  increased  by  the  subsequent  attacks  of  peritonitis 
until  the  parasitism  was  complete. 

Judging  from  the  history  and  the  results  of  examinations  while  the 
tumor  occupied  its  original  site,  it  had  considerably  diminished  in  size, 
though  it  showed  no  evidences  of  degenerative  changes.  Torsion  of 
the  pedicle  must  be  assumed  to  be  the  primary  cause  of  its  detach- 
ment, since  there  was  nothing  to  show  that  gradual  atrophy  had  been 
produced  by  the  pressure  of  inflammatory  exudate. 

The  points  of  clinical  interest  were  the  constant  and  severe  pain 
exactly  at  the  site  of  the  tumor;  its  similarity  in  location,  symptoms, 
and  oil  palpation  to  an  ovarian  neoplasm ;  the  absence  of  vesical  dis- 
turbance in  spite  of  the  intimate  relations  of  the  growth  to  the  bladder; 
and,  incidentally,  the  development  of  tubal  pregnancy,  which  masked 
the  original  condition. 

In  this  connection  I  may  be  permitted  to  refer  to  a  recent  case  in 
my  service  in  Bellevue  Hospital,  in  which  the  diagnosis  of  pyosalpinx 
had  been  made.  On  opening  the  abdomen  a  solid  tumor  was  found  in 
the  vesico-uterine  pouch,  which  was  entirely  independent  of  either  the 
uterus  or  adnexa.  This  tumor  contained  a  cheesy  mass,  in  the  center  of 
which  tubercle  bacilli  were  found,  although  no  evidence  of  tubercular 
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disease  could  be  found  in  the  tubes  and  ovaries,  which  were  removed. 
Whether  this  growth  was  originally  attached  to  the  uterus  or  not  could 
not  be  determined. 

I  recall  a  unique  specimen  submitted  to  me  by  Dr.  T.  A.  Emmet  for 
examination,  and  afterwards  shown  by  him  at  this  society,  twelve  years 
ago,  which  was  at  first  thought  to  be  a  fibro-cystic  tumor  of  the  ovary. 
A  section  including  the  solid  and  cystic  portions  of  the  growth  showed 
that  a  fibroid  tumor  (presumably  uterine,  although  there  was  no  trace 
of  a  pedicle)  had  become  engrafted  on  the  surface  of  a  multilocular 
ovarian  cystoma,  receiving  its  nourishment  entirely  through  the  ves- 
sels in  the  cyst  wall.  The  union  was  so  intimate  that  it  was  difficult 
to  trace  the  line  of  separation.  There  were  no  adhesions  between  this 
composite  tumor  and  the  surroundings  organs,  so  that  the  fibroid  was 
a  true  parasite. 

Other  examples  of  detached  uterine  fibromyomata  occur  to  me,  but 
I  am  unable  to  recall  the  details  with  sufficient  exactness  to  render 
them  of  scientific  value.  A  review  of  our  Transactions  shows  a  great 
paucity  of  reports  of  such  cases.  Dr.  B.  M.  Emmet  presented  a  cal- 
careous mass  found  in  the  cul-de-sac,  which  was  undoubtedly  a  de- 
tached sub-peritonaeal  fibroid.  Stone,  in  the  paper  quoted,  refers  to 
similar  cases,  which  are  quite  rare. 

He  cites  a  number  from  the  literature,  but  adds  the  comment  that 
"while  separation  and  transplantation  of  tumors  may  occur,  but  few 
reports  show  that  authors  have  had  actual  observation  of  such  cases." 
In  fact,  the  two  reported  by  him  are  not  true  examples  of  complete 
detachment,  there  being  in  both  instances  an  atrophied  pedicle.  In  the 
specimen  described  by  him  in  the  Army  Medical  Museum,  weighing 
seventeen  and  one-half  pounds,  no  trace  of  a  pedicle  could  be  found. 
Intraligamentary  fibromata,  as  well  as  ovarian  cysts  which  develop  be- 
tween the  folds  of  the  broad  ligament,  do  not  belong  in  the  present  cate- 
gory, as  they  are  not  nourished  by  new-formed  vessels,  but  by  branches 
of  the  uterine  and  ovarian  arteries. 

In  his  chapter  on  axial  rotation  of  ovarian  cysts  Sutton*  describes 
two  varieties  of  torsion,  acute  or  sudden,  and  chronic  or  slow.  Detach- 
ment and  transplantation  of  an  ovarian  cyst  is  nearly  always  the  result 
of  gradual  torsion  of  the  pedicle.  It  occurs,  as  a  rule,  in  connection 
with  small  tumors,  especially  dermoids,  although  sarcomata  and  fibro- 
mata of  the  ovary,  and  parovarian  cysts  sometimes  become  migrant  as 
a  result  of  gradual  torsion,  and  a  low  grade  of  inflammation  occurs  in 
the  cyst  wall.     Plastic  lymph  is  thrown  out  and  adhesions  form  be- 

*  "Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes." 
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tween  the  omentum,  parietal  peritonaeum,  and  adjacent  viscera. 
This  form  of  adhesion  takes  place  before  complete  separation  of 
the  pedicle,  so  that  there  is  no  sudden  arrest  of  nutrition  by  oblitera- 
tion of  the  original  vascular  supply.  Hence  the  usual  result  of  acute 
torsion,  haemorrhage  and  necrosis,  are  less  apt  to  occur.  The  cyst 
does  not  undergo  atrophy,  although  it  usually  ceases  to  grow. 

Comparatively  few  tumors  of  the  ovary  that  have  become  com- 
pletely detached  have  been  carefully  reported. 

Spencer  Wells  cites  two  out  of  a-  large  experience;  Atlee,  two; 
Sutton  describes  and  figures  a  typical  case  of  Greg  Smith's,  also  one 
of  parovarian  cyst.  The  latter,  a  rare  specimen,  was  firmly  adherent 
to  the  posterior  surface  of  the  uterus. 

In  a  personal  letter,  Dr.  T.  S.  Cullen  of  the  Johns  Hopkins  Hos- 
pital refers  to  a  case  of  Kelly's,  in  which,  on  opening  the  abdomen  to 
remove  a  large  fibroid,  one  ovary  was  found  to  be  missing  and  a  thick- 
walled  cyst  5  cm.  in  diameter  was  attached  to  the  mesentery  of  the  cor- 
responding side.  Although  a  careful  examination  of  the  cyst  showed 
no  evidence  of  Graafian  follicles  or  corpora  fibrosa,  Dr.  Cullen  said  that 
he  felt  justified  in  regarding  it  as  a  migrant  ovarian  cystoma. 

Dr.  Stone  cites  a  case  of  his  own  in  which  a  dermoid  cyst  of  the 
left  ovary  was  completely  detached  from  the  uterus,  receiving  its  vascu- 
lar supply  from  the  omentum  and  intestinal  adhesions.  The  patient 
presented  no  symptoms  which  pointed  to  axial  rotation.  Complete 
detachment  of  a  tubal  growth  must  be  exceedingly  rare. 

Sutton  (loc.  cit.)  describes  and  figures  a  typical  case  of  axial  ro- 
tation and  hydrosalpinx  in  which  a  portion  of  the  tube  between  the 
cyst  and  the  uterus  was  twisted  three  and  one-half  times,  so  that  circu- 
lation was  entirely  interrupted ;  the  cyst  was  evidently  nourished 
through  the  dense  adhesions  by  which  it  was  surrounded. 

It  is  well  known  that  pedunculated  tumors  in  other  organs  may  be 
completely  detached  in  consequence  of  rotation. 

A  few  days  since,  while  operating  for  removal  of  an  ovarian  cyst, 
I  found  a  ball  of  fat  one  inch  in  diameter  loose  in  the  pelvic  cavity. 
It  had  evidently  become  detached  from  the  mesentery  of  the  large  in- 
testine, in  which  several  pedunculated  appendices  epiploicae  were  seen. 
Having  found  one  of  these  on  a  former  occasion,  I  infer  that  these 
foreign  bodies  are  not  rare. 

The  symptoms  of  acute  axial  rotation  in  ovarian  cysts  are  suffi- 
ciently characteristic  to  admit  of  positive  diagnosis.  There  are  none 
distinctive  of  the  chronic  process,  although  Doran*  states  that  "dull, 

*  "Tumors  of  the  Ovary  and  Broad  Ligament." 
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constant  abdominal  pain  in  a  patient,  who  keeps  in  good  health  and 
bears  a  cystic  tumor  that  increases  but  little  or  not  at  all  in  the  course 
of  many  months  or  years,  is  a  suspicious  symptom."  It  is  evident 
that  the  same  symptom  might  be  presented  by  any  adherent  neoplasm. 

As  regards  the  prognosis  in  the  case  of  a  detached  tumor,  it  may 
be  said  in  general  that  fibroids  rarely  undergo  such  degenerative 
changes  as  to  threaten  the  life  of  the  individual,  calcification 
being  the  commonest  form  of  degeneration.  Vague  statements  of 
Funk  and  Schmidt  regarding  separation  and  spontaneous  discharge  of 
migrant  uterine  tumors  through  the  intestine,  bladder  and  vagina,  and 
in  two  instances  through  the  abdominal  wall,  are  not  confirmed  by 
careful  observation. 

The  fate  of  ovarian  cysts  after  transplantation  is  more  uncertain 
on  account  of  their  imperfect  vascular  supply.  There  is  considerable 
danger  that  degenerative  processes  may  occur  which  will  lead  to  suppu- 
ration and  perforation  of  the  cyst,  either  into  the  abdominal  cavity,  or 
into  a  hollow  viscus  to  which  it  is  adherent.  This  is  particularly  true 
of  dermoids.  The  inflammatory  changes  resulting  in  them  through 
traumatism  during  delivery  are  sufficiently  familiar.  As  shown  in  my 
case,  patients  are  liable  to  attacks  of  recurrent  peritonitis,  which  lead 
to  increased  exudate  with  firm  adhesions,  and  persistent  pain  and 
invalidism. 

The  subject  of  treatment  may  be  dismissed  in  a  few  words.  The 
ordinary  rules  of  surgical  technique  applicable  to  adherent  tumors  are 
followed.  Vascular  omental  adhesions  are  ligated  and  divided  in  the 
usual  manner,  while  extensive  raw  surfaces  on  the  adjacent  viscera 
are  carefully  sutured  with  catgut.  Whenever  this  condition  is  found 
at  operation  it  should  be  carefully  studied,  with  the  view  of  determin- 
ing the  point  of  origin  of  the  tumor  and  of  tracing  the  pathological 
processes  which  lead  to  its  transplantation.  The  following  conclu- 
sions may  be  drawn  : 

Sub-peritonseal  fibroids  may  become  completely  detached  from  the 
uterus  and  may  receive  their  nourishment  entirely  through  adhesions. 
Such  transplantation  with  entire  disappearance  of  the  pedicle  must  be 
exceedingly  rare.  Although  axial  rotation  is  probably  the  first  step  in 
the  process,  it  is  fair  to  assume  that  vascular  adhesions  form  before 
separation  is  complete. 

Clinically  these  tumors  may  be  mistaken  for  growths  developing 
primarily  in  the  organ  to  which  they  contract  adhesions,  especially 
ovarian,  renal,  and  splenic. 

Transplantation  of  ovarian  and  parovarian  cysts  is  less  common 
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and  is  more  likely  to  be  followed  by  degenerative  processes.  Chronic 
rather  than  acute  axial  rotation  is  the  usual  cause.  The  clinical  diagno- 
sis of  this  condition  is  practically  impossible.  The  prognosis  is  better 
in  cases  of  solid  than  in  those  of  cystic  tumors. 


EXTIRPATION  OF  THE  UTERUS,  VAGINA  AND  RECTUM 
FOR  CARCINOMA.* 

By  William  M.  Polk,  M.D.,  New  York. 

The  specimen  I  present  is  that  of  a  case  operated  upon  first  on  No- 
vember 23,  and  subsequently,  December  29.  The  case  was  one  of 
carcinoma  of  the  posterior  lip  of  the  cervix  uteri  and  the  upper  posterior 
third  of  the  vagina,  involving  Douglas'  cul-de-sac  and  the  anterior 
rectal  wall. 

The  implication  of  the  vagina  and  rectum  showed  that  no  mere 
operation  upon  the  uterus  would  suffice ;  therefore,  the  extensive  pro- 
cedure outlined  in  the  heading  of  this  report  was  planned  and  executed. 

The  first  operation,  November  23,  was  to  establish  an  artificial  anus 
in  the  left  iliac  region.  To  this  end,  the  abdomen  was  opened  in  this 
region,  just  outside  the  line  of  the  rectus  muscle,  the  gut  was  bisected 
in  the  lower  third  of  the  sigmoid,  the  end  toward  the  rectum  was  in- 
vaginated,  the  peritonseal  surfaces  being  stitched  together  and  the  gut 
allowed  to  drop  to  its  position.  The  upper  end  of  the  bisected  intestine 
was  stitched  into  the  opening  in  the  abdominal  wall. 

In  order  to  simplify  the  steps  of  the  second  operation  as  much  as 
possible,  the  ovarian  vessels  were  at  this  time  ligated.  The  patient 
made  an  uneventful  recovery. 

The  second  operation,  as  stated  above,  was  performed  on  December 
29.  The  rectum  had  been  thoroughly  cleansed,  so  that  the  element  of 
fcecal  infection  was  entirely  eliminated.  The  steps  of  the  procedure 
then  became  as  follows : 

The  coccyx  was  removed.  An  incision  from  the  anus  to  the  region 
of  the  coccyx  carried  the  operation  down  to  the  under  surface  of  the 
levator  ani  muscle.  It  was  the  intention  to  separate  the  rectum  from 
its  connection  with  this  muscle  and  limit  the  field  posteriorly  to  the 
immediate  attachments  of  the  posterior  surface  of  the  gut, — working 

*  Read  before  the  New  York  nhstetrical  Society,  January  9,  1900. 
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along  in  this  field  until  the  mesorectum  should  he  reached,  at  which 
point  the  method  of  drawing  down  the  gut  and  ligating  the  meso- 
rectum, as  it  appeared,  would  be  followed,  until  the  regions  well  above 
the  affected  area  were  reached. 

But  the  glands  upon  the  anterior  face  of  the  sacrum  were  enlarged. 
This  line  was,  therefore,  abandoned  and  the  dissection  carried  as  close 
to  the  sacrum  as  was  consistent  with  safety  to  the  nerve  trunks  emerg- 
ing to  the  right  and  left.  In  this  way  we  approached  from  behind  for- 
ward on  each  side,  the  region  of  the  broad  ligaments  where  we  then 
stopped.  Our  next  effort  was  the  separation  of  the  vagina  from 
the  base  of  the  bladder.  This  permitted  us  to  locate  the  vesical  ends 
of  the  ureters,  after  which  we  speedily  separated  the  lateral  walls  of  the 
vagina,  right  and  left,  in  such  a  manner  as  to  meet  the  dissection  pre- 
viously made  upon  the  rectum.  Each  ureter  was  then  separated  from 
its  attachment  well  out  toward  the  pelvic  wall,  this  being  accomplished 
by  the  scissors,  director  and  the  finger.  Moving  then  back  to  the  utero- 
vesical  junction  we  entered  the  peritonseal  cavity  at  that  point.  The 
ureters  being  held  well  out  of  the  way,  upward  and  outward,  we 
pushed  well  out  upon  the  anterior  face  of  the  broad  ligaments 
until  we  had  gotten  as  far  away  from  the  infected  site  as  was 
possible,  when  clamps  were  applied.  The  uterus  was  then  dragged 
down  and  cut  free  from  its  lower  attachment.  A  second  appli- 
cation of  clamps  was  then  made  to  what  remained  of  the  broad 
ligaments.  Now,  seizing  the  rectum  and  the  vagina,  the  mass 
was  drawn  down  and  clamped  close  to  the  sacrum  and  then  cut  away. 
Our  first  intention  was  to  anteflex  the  uterus  and  draw  it  through  the 
utero-vesical  opening,  clamping  its  attachment  from  above  downward, 
but  we  saw  that  no  special  advantage  could  be  gained  thereby,  as  the 
ureters  having  been  once  separated  and  placed  out  of  danger  we  could 
work  more  expeditiously  by  merely  dragging  down  the  organ  and 
clamping  as  far  out  on  its  lateral  attachments  as  was  possible.  The  last 
clamp  applied  included  what  remained  of  the  mesorectum.  The  imme- 
diate result  of  the  operation  was  the  removal  of  all  of  the  vagina,  the 
uterus  and  all  of  the  rectum,  including  the  posterior  and  lateral  fibres 
of  the  levator  ani  muscle  and  four  enlarged  sacral  glands  situated  at 
about  the  junction  of  the  middle  and  lower  third. 

The  patient  stood  the  operation  very  well.  Very  little  blood  was 
lost,  it  being  controlled  wholly  by  pressure  with  gauze  and  clamps.  As 
some  shock  was  present,  about  twenty  ounces  of  salt  solution  was 
thrown  into  her  veins  while  still  under  the  anaesthetic. 

In  this  connection  I  will  state  that  I  find  considerable  comfort  from 
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a  preliminary  preparation  for  infusion  of  salt  solution.  To  this  end, 
before  commencing  the  regular  operation,  I  expose  the  vein  in  the  arm 
so  that  it  can  be  promptly  opened  and  the  solution  introduced  in  case 
of  necessity.  Nothing  is  gained  by  opening  the  vein  and  introducing 
the  canula  at  this  time  because  by  the  time  the  necessity  for  it  arises 
clotted  blood  will  have  effectually  closed  the  opening. 

There  was  no  more  than  the  usual  amount  of  vomiting  during  the 
first  twenty-four  hours,  which  was  naturally  attributed  to  the  anaes- 
thetic. But  this  vomiting  continued,  notwithstanding  the  fact  that  her 
bowels  were  moved.  We  fed  her  through  the  artificial  anus  with  milk 
and  stimulants,  every  four  hours  dating  from  the  operation  and,  at 
the  end  of  twenty-four  hours,  in  spite  of  some  nausea  began  feeding 
her  by  mouth.  But  the  nausea  never  ceased.  At  the  end  of  forty- 
eight  hours  the  pulse  began  to  fail.  Stomach  lavage  was  resorted  to 
and  morphine  was  administered,  the  latter  in  small  doses,  for  the 
purpose  of  sustaining  the  patient  and  controlling  the  nausea.  Think- 
ing that  the  gauze  packing,  which  was  somewhat  extensive  in  the  pos- 
terior regions  of  the  pelvis,  might  have  something  to  do  with  the  nausea, 
it  having  a  certain  amount  of  iodoform  in  it,  the  urine  was  examined  for 
iodine  which  was  found.  The  packing  was  then  removed,  at  the  end  of 
forty-six  hours  and  the  clamps.  In  spite  of  every  care  and  attention, 
the  patient  continued  to  fail  and  died  eighty-two  hours  after  the  opera- 
tion. 

An  autopsy  showed  that  no  peritonitis  was  present  and  that  no 
knuckle  of  intestine  was  involved,  so  that  neither  peritonitis  nor  intes- 
tinal obstruction  entered  into  the  causation  of  death.  I  attributed  it 
to  the  extensive  area  involved  and  the  necessary  irritation  of  important 
nerve  trunks,  aided  and  abetted  by  the  general  condition  of  the  patient 
which  was  mildly  cachectic.  I  was  struck  with  the  slight  amount  of 
shock  produced  during  the  operation  itself  and  with  the  ease  of  con- 
trolling haemorrhage.  I  was  also  gratified  at  the  amount  of  space  which 
the  mere  removal  of  the  coccyx  provided.  Both  of  these  circumstances 
I  suppose  to  have  been  due  to  the  changes  induced  in  the  nerve  and 
blood  supply  of  the  rectum  consequent  upon  its  six  weeks  of  disuse. 
Of  course,  the  fact  that  it  was  my  intent  to  remove  the  rectum,  along 
with  the  vagina  and  the  uterus,  and  the  early  placing  of  the  ureters 
beyond  harm,  made  manipulation  comparatively  easy,  because,  aside 
from  the  bladder  and  ureters,  there  were  no  structures  requiring  special 
avoidance.  In  fact,  with  a  pelvis  of  ordinary  dimensions,  I  should  not 
have  felt  called  upon  to  remove  any  portion  of  the  sacrum  (after 
Kraske),  feeling  that  the  removal  of  the  coccyx  would  afford  sufficient 
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space  for  the  removal  of  the  vagina  and  of  the  uterus  and,  if  the  opera- 
tion involved  the  rectum  as  well  as  the  uterus  and  the  vagina,  I  should 
feel  still  greater  confidence  in  the  sufficiency  of  space  afforded  by  mere 
removal  of  the  coccyx. 

The  initial  incisions  are  as  follows :  Commence  at  the  anus  and  cut 
straight  down  to  the  sacral  attachment  to  the  coccyx.  Expose  the 
coccyx,  as  in  the  usual  operation  for  coccygodynia.  With  a  pair  of 
sharp  scissors  now  carry  the  incision  around  either  side  of  the  anus, 
passing  outside  the  sphincter  ani.  Unite  these  at  the  median  raphe  of 
the  perinaeum.  Pass  along  this  to  the  fourchette ;  then,  seizing  the 
posterior  wall  of  the  vagina  at  this  point,  carry  the  incision  around 
either  side  of  the  vagina,  just  below  the  attachment  of  the  hymen,  until 
the  uretha  is  reached.  Working  next  from  behind  forward,  the  rec- 
tum and  vagina  are  separated  from  their  attachment,  first  upon  one 
side  and  then  upon  the  other,  as  far  up  as  the  region  of  the  broad  liga- 
ment. Having  secured  all  bleeding  points,  attention  can  now  be  turned 
to  the  separation  of  the  anterior  vaginal  wall  from  the  bladder,  with 
a  view  to  exposing  and  making  secure  against  injury  the  ureters. 

Recapitulating  the  essential  steps  of  the  operation,  I  venture  to  sug- 
gest that  in  making  the  dissection  of  the  vagina  from  the  base  of  the 
bladder  I  found  the  easiest  way  to  work  was  to  advance  from  a  linear 
incision  made  down  the  center  of  the  anterior  vaginal  wall,  from  cervix 
to  urethra.  Turning  aside  first  one  flap  and  then  the  other,  the  ves- 
sels were  easily  caught  and  the  ureters  exposed.  Then  no  posterior 
vaginal  vessels  were  interfered  with,  as  the  structure  was  merely 
pressed  back  toward  the  rectum,  whose  circulation  in  turn  was  con- 
trolled by  the  clamps  along  its  lateral  and  posterior  face,  as  already 
mentioned. 
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CACOETHES  SCRIBENDI. 

It  is  no  new  thing  to  talk  of  the  bettering  of  medical  literature 
but  we  must  look  for  improvement  chiefly  to  an  unsparing  elimination 
nor  supinely  wait  for  a  survival  of  the  fittest.  We  work  for  this  end 
without  fear,  without  favor  and  above  all  without  selfishness.  We 
appeal  somewhat  to  the  journals  themselves  but  more  to  medical  read- 
ers and  contributors. 

We  may  divide  second  rate  medical  journals  into  two  classes : 
Those  that  represent  a  locality  and  try  to  be  as  good  as  they  can  be 
and  those  that  exist  merely  for  the  purpose  of  making  money,  chiefly 
from  their  advertisements.  Many  of  the  latter  class  also  receive  a 
considerable  local  support  (of  a  moral  nature!)  through  flattery  of  their 
subscribers,  by  printing  their  worthless  contributions,  answering  their 
unnecessary  questions  and  chronicling  the  arrival  of  their  latest  babies. 
To  such  journals  there  is  no  appeal;  they  sell  their  souls  for  a  price 
and  they  get  it.  We  cannot  expect  so  cheap  a  soul  to  look  at  the  mat- 
ter from  a  large  and  impersonal  point  of  view.  The  only  remedy  lies 
with  their  medical  supporters. 

There  is  another  and  much  larger  class  of  journals  of  a  more  repu- 
table type  that  have  the  misfortune  to  belong  to  the  number  of  unneeded 
periodicals  in  a  flourishing  medical  locality  or  to  hail  from  some  place 
where  there  are  no  men  capable  of  writing  or  where  the  men  that  could 
write  and  have  the  material  in  their  own  experience  busy  themselves 
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with  doing  and  leave  writing  to  those  who  have  nothing  to  say.  Such 
journals,  however,  are  not  entirely  beyond  hope,  often  representing  a 
given  section  of  the  community,  possibly  the  best  of  it.  Still,  where  is 
the  need  of  representation  in  such  a  case?  Why,  merely  because  a 
city  has  attained  a  certain  size,  a  State  a  certain  population,  must  it 
possess  one,  two  or  three  mediocre  or  worse  than  mediocre  medical 
journals  ?  Our  traditional  friend  that  makes  two  blades  of  grass  grow 
where  but  one  grew  before  may  be  all  very  well  in  his  way  but  if  he 
sow  grass  seed  where  no  grass  should  grow — say  in  the  Broadway 
cable  slot  or  on  the  Elevated  Railway  stairs — his  philanthropy  and 
grass  seed  together  will  deservedly  be  picked  in  little  pieces  from  the 
fenestrations  of  the  fender  or  be  swept  ingloriously  into  the  street  by 
the  porter  and  carried  thence  to  some  haven  of  rest  in  the  embraces  of 
the  street-cleaning  department.  But  what  should  not  be  said  of  the 
other  man — not  yet  immortalized  in  a  phrase — who  will  make  one 
flourishing  blade  of  grass  grow  where  formerly  two  or  three  spindled 
feebly  towards  the  light?  Is  it  not  feasible  to  make  such  practical 
application  to  these  too  many  journals  growing  where  none  or  only  one 
should  grow?  From  the  better  ones  of  this  class  it  may  yet  be  possi- 
ble to  expect  something  of  good  ?  To  such  we  say :  Prove  yourselves, 
make  effort  to  be  something  besides  an  echo  of  the  textbooks  in  every 
man's  library,  secure  good  men  who  have  something  to  say  to  write 
your  articles  and,  if  such  men  do  not  grow  in  your  neighborhood,  go 
outside  of  it;  print  only  things  worth  printing— better  have  one  good 
article  a  month  than  a  half  dozen  indifferent  ones  weekly.  Failing 
these  things  close  your  shop  and  settle  down  to  something  else,,  re- 
joicing in  the  knowledge  that  you  have  ceased  to  be  a  cumberer  of  the 
ground  and  that,  when  the  time  is  ripe,  the  journal  will  come  because 
it  must  come,  because  there  are  things  to  write  that  must  be  written  and 
interests  to  be  conserved  besides  those  of  some  one  who  wishes  to  be 
an  editor. 

But  it  is  through  physicians  that  the  reform  must  come  and  chiefly 
and  primarily  through  them  that  these  journals  may  be  affected.  The 
latter  could  not  exist  without  things  to  print  nor,  in  the  main,  without 
the  support  of  subscribers.  There  are  a  few  whose  main  source  of  in- 
come is  their  advertising  pages,  who  keep  up  their  subscription  lists  by 
sending  out  many  free  copies ;  such  might  live  for  a  time  without  paid 
subscriptions  but  hardly  without  writers  of  some  sort.  For  their  ad- 
vertisers would  leave  them  and  they  themselves  would  sooner  or  later 
be  forced  to  the  wall.  As  to  the  innocuous  but  merely  useless  journals, 
we  would  say  to  physicians :   Do  not  support  them  unless  they  can  be- 
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come  worthy  of  support.  Better  take  a  good  journal,  even  if  it  be  not 
published  in  your  locality,  or  spend  the  same  money  in  textbooks,  for 
you  will  find  in  them  the  substance  of  most  of  the  journal  articles  you 
have  been  reading  as  well  as  the  answers  to  the  questions  which  you 
propound  with  so  much  of  bewilderment  to  the  editors.  To  those  that 
furnish  these  journals  with  things  to  print,  to  those 

"That  think  their  beer — the  smallest  beer — 
Has  all  the  gust  of  alt  Hochheimer" 
we  would  say :  It  is  small  honor  and  less  reputation  to  have  read  a 
textbook  upon  a  given  subject  (or  two  or  three  textbooks  if  one  be 
writing  a  truly  epoch-making  article)  and  to  serve  up  a  digest  of  the 
same  as  an  original  contribution  in  a  journal  that  prints  it  for  lack  of 
something  better  or  from  a  desire  to  confirm  forever  the  writer's  sub- 
scription. We  are  not  speaking  of  careful  compilations  of  what  is  really 
the  literature  of  a  subject  but  of  the  many  articles  which  are  practically 
nothing  but  abstracts  of  what  is  in  the  reach  of  everybody.  Why,  when 
there  is  a  little  to  say,  preface  it  with  all  the  common  things  that  other 
men  have  said  before  and  said  better?  Say  the  little,  report  the  rare 
case,  offer  your  theory  if  it  be  new  and  honest,  or  your  new  argument 
in  support  of  an  old  theory,  but  spare  us  the  much  writing  that  only 
obscures  or  entirely  covers  the  gem  it  may  contain.  Thus  even  if  your 
work  be  not  wise  or  great  it  will  at  least  be  worthy  of  an  individual. 

Doctors  are  much  like  other  people  after  all  and,  so  long  as  there  be 
vanity,  desire  of  personal  advertisement,  money  to  be  made,  these  evils 
will  continue.  It  rests  with  the  physicians  themselves  to  improve  the 
organs  of  their  profession;  their  journals  are  generally  what  they  make 
them.  If  they  will  learn  to  support  only  the  periodicals  which  deserve 
their  support,  to  write  only  really  original  or  really  valuable  articles  and, 
barring  these,  to  be  silent,  then  the  journals  that  find  themselves  stamped 
as  unworthy  or  that  seem  simply  superfluous  must  awake  to  the  fact 
and,  if  the  germ  of  life  be  in  them,  make  themselves  worthy  intelligent 
support.    If  they  will  not  or  cannot  do  that — valete! 

As  we  have  suggested  before,  out  of  half  a  dozen  journals  now 
struggling  with  and  elbowing  each  other,  no  one  of  them  good  for 
anything,  one  might  be  evolved  by  the  suppression  of  the  rest  which 
could  prove  its  right  to  be.  Some  few  physicians  would  cease  to  be 
editors  and  they  might  recognize  the  fact  that  so  they  had  most  bene- 
fited the  world.  There  is  sometimes  virtue  in  not  doing,  more  vigorous 
health  in  repression.  A.  D.  C. 
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WRITE  TO  YOUR  CONGRESSMAN! 

As  we  have  frequently  maintained  in  this  Journal,  it  is  the  duty  and 
privilege  of  the  medical  press  to  warn,  to  expose,  to  combat  and  to 
urge  concerning  the  many  attacks  upon  the  interests  of  the  medical 
profession,  which  may  be  conserved  through  no  other  means  than  the 
alertness  and  devotion  of  medical  journalism. 

It  is  in  pursuance  of  this  obligation  that  we  now  call  the  attention 
of  our  readers  to  a  Bill  pending  in  Congress  and  recently  introduced 
by  Congressman  Loud.  The  Bill  bears  his  name  and  is  officially  known 
as  H.  R.  6071.  This  measure,  the  object  of  which  is  to  increase  the 
revenues  of  the  U.  S.  Post-office,  embodies  a  prohibition  in  some  of 
its  clauses  which  must  immediately,  if  it  pass,  do  irreparable  and  la- 
mentable injury  to  medical  journalism  and  both  directly  and  indi- 
rectly to  every  medical  man  who  reads  a  medical  journal.  We  append 
the  obnoxious  sections  of  this  mischievous  Bill,  that  our  readers  may 
see  for  themselves : 

"Sec.  2.  That  publications  of  the  second  class,  except  as  provided  in 
section  twenty-five  of  the  Act  of  March  third,  eighteen  hundred  and 
seventy-nine,  when  sent  by  the  publisher  thereof,  and  from  the  office 
of  publication,  excluding  sample  copies,  or  when  sent  from  a  news 
agency  to  actual  subscribers  thereto,  or  to  other  news  agents,  shall  be 
entitled  to  transmission  through  the  mails  at  one  cent  a  pound  or 
fraction  thereof,  where  the  distance  between  the  office  of  mailing  and 
the  office  of  delivery,  by  the  usual  route  by  which  mail  is  transported, 
does  not  exceed  one  thousand  miles,  and  at  two  cents  a  pound  or  frac- 
tion thereof  where  such  distance  exceeds  one  thousand  miles;  such 
postage  to  be  prepaid  as  now  provided  by  law ;  Provided,  nevertheless, 
That  news  agents  shall  not  be  allowed  to  return  to  news  agents  or  pub- 
lishers at  the  pound  rate  unsold  periodical  publications,  but  shall  pay 
postage  on  the  same  at  the  rate  of  one  cent  for  four  ounces. 

"Sec.  3.  That  after  the  formal  admission  to  the  mails  as  second-class 
matter  of  any  newspaper  or  periodical  under  the  conditions  prescribed 
by  section  five  of  this  Act,  sample  copies  of  any  issue  thereof,  not  differ- 
ing in  any  respect  from  the  copies  sent  to  regular  subscribers,  may  be 
mailed  at  a  postage  charge  of  half  a  cent  for  every  two  ounces  or  frac- 
tion thereof  dispatched  to  one  address,  payable  by  stamps,  to  be  at- 
tached. 
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"Sec.  6.  That  publishers  and  others  whose  publications  shall  be  ad- 
mitted as  mail  matter  of  the  second  class  under  the  provisions  of  this 
Act  shall  be  required,  before  depositing  such  mail  matter  in  the  post- 
office,  to  separate  the  same  into  United  States  mail  sacks  or  bundles, 
by  States,  cities,  towns,  and  counties,  as  the  Postmaster-General  may 
direct. 

"Sec.  7.  That  the  Act  of  Congress  in  regard  to  second-class  matter, 
approved  July  fifteenth,  eighteen  hundred  and  ninety-four,  and  all  Acts 
or  parts  of  Acts  inconsistent  with  the  provisions  of  this  Act,  be,  and 
the  same  are  hereby,  repealed. 

"Sec.  8.  That  this  Act  shall  take  effect  and  be  in  force  on  and  after 
July  first,  nineteen  hundred." 

Medical  journalism,  conducted  in  the  interests  of  the  medical  pro- 
fession and  not  merely  as  a  profitable  advertising  medium  for  the  wares 
of  the  lay  publisher  of  medical  books,  is  a  novel  growth  of  the  past 
decade  but  it  now  exists  and,  encouraged  day  by  day  by  a  clear  realiza- 
tion of  its  splendid  mission  and  an  abounding  hope  in  the  final  regenera- 
tion and  corporate  union  of  the  profession  for  whom  it  labors,  it  is  fight- 
ing a  winning  fight  against  all  those  elements  of  the  so-called  jour- 
nalism of  the  past,  whose  best  was  a  passive  indifference  to  medical 
interests  and  whose  worst  was  a  consistent  effort  to  debar  the  profes- 
sion from  any  attempt  at  united,  corporate  action. 

This  Bill  will,  in  effect,  primarily  paralyze  the  advance  of  true 
medical  journalism  which,  dependent  as  it  is  entirely  upon  the  sup- 
port of  its  subscribers,  owing  to  its  want  of  outside  capital,  must  rely 
largely  upon  its  sample  copies  to  make  itself  known  to  the  profession 
and  to  extend  its  influence.  The  immediate  result  of  the  passage  of 
this  Bill  will  make  the  sending  out  of  sample  copies  prohibitory  and 
the  profession  will  thus  be  deprived  of  the  only  practical  means,  and 
hitherto  a  very  effective  means,  of  informing  itself  of  the  value  of 
medical  journals  and  of  reaping  advantage  from  the  dissemination  of 
special  matters  frequently  of  great  and  general  interest  treated  of  in 
journals  to  which,  as  individuals,  it  may  not  regularly  subscribe. 

It  is,  therefore,  of  the  utmost  importance  to  the  entire  profession 
that  this  Bill  should  not  be  permitted  to  become  a  law.  There  is  just  one 
effective  method  of  accomplishing  this :  Write  to  your  Congressman ! 
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CORRESPONDENCE. 
Separation  of  the  Bladder  for  Cystocele. 

San  Francisco,  Cal.,  Feb.  6th,  1900. 
Editor  of  the  American  Gynaecological  and  Obstetrical  Journal: 

Sir:  I  send  you  this  communication  with  the  request  to  kindly 
publish  it  in  your  journal;  at  the  same  time  I  enclose  a  reprint  of  the 
report  of  a  case  bearing  upon  the  subject  under  discussion. 

In  the  January,  1900,  issue  of  the  American  Gynecological  and 
Obstetrical  Journal,  Dr.  F.  S.  Stone  of  Washington,  D.  C,  pub- 
lished a  paper  upon  "An  Improved  Method  of  Treating  Prolapse  of 
the  Uterus  and  Bladder." 

All  who  work  in  this  special  field  of  surgery  must  share  Dr.  Stone's 
opinion  as  to  the  frequent  failure  to  relieve  permanently  the  condition 
of  prolapsed  bladder  by  the  ordinary  methods  of  operation. 

From  what  I  have  seen  in  cases  operated  upon  by  myself,  as  well 
as  by  others,  the  operations  ordinarily  done  for  the  cure  of  cystocele 
are  not  reliable:  in  some  cases  they  may  prove  effective,  but  in  no 
single  case  can  we  be  sure  about  the  result. 

Extensive  work  and  careful  study  has  led  me  to  accept  similar 
views  and  methods  as  those  expounded  by  Dr.  Stone.  From  reading 
this  author's  paper  it  becomes  evident  that,  aside  from  ventral  suspen- 
sion (of  fixation)  of  the  uterus  and  bladder,  he  considers  of  the  great- 
est importance  in  operating  for  cystocele  (always  individualizing), 
to  separate  the  bladder  from  the  uterus  and  from  the  vagina,  to  ele- 
vate it  and  secure  it  in  the  normal  position.  I  perfectly  agree  with 
Dr.  Stone  that  separation  of  the  bladder  from  vaginal  attachments 
is  of  paramount  importance;  I  am  of  the  opinion  that  whatever  we 
do  with  the  uterus  is  of  secondary  moment  only:  it  depends  entirely 
upon  the  conditions  present  in  each  case,  and  to  some  extent  upon  the 
personal  predilections  of  the  operator. 

Dr.  Stone  states,  that  "he  has  found  but  little  evidence  in  medical 
literature  that  this  suggestion  of  separation  of  the  bladder  from  its 
attachments  has  been  widely  used  in  surgery." 

He  says  that  "his  method  of  dealing  with  the  bladder  prolapse  in 
some  respects  is  much  like  Mackenrodt's  or  Duehrssen's  vagino-fixa- 
tion  of  the  uterus  for  retroversion."  Besides  this  he  cites  Hadra  and 
a  few  others. 


226 


Correspondence. 


It  appears  to  me  that  Dr.  Stone's  views  as  expressed  in  his  article 
are  not  quite  correct  so  far  as  evidence  in  medical  literature  is  con- 
cerned, and  I  take  the  liberty  of  bringing  to  the  knowledge  of  Dr. 
Stone  and  of  the  readers  of  this  journal  a  few  more  contributions 
bearing  upon  this  very  interesting  matter. 

As  far  as  Dr.  Hadra  is  concerned,  his  advice  is  as  follows:*  Make 
a  crescentic  incision  through  the  vaginal  cover  on  the  brim  of  the 
anterior  lip;  carry  it  up  on  each  side  of  the  cervix;  lift  the  vaginal 
flap  up  from  the  cervix;  resect,  if  necessary,  a  transverse  piece;  tack 
the  vaginal  flap  to  the  cervix  in  a  transverse  line,  etc.  There  is  noth- 
ing said  about  detaching  the  bladder  from  the  vagina.  The  same 
method  is  described  by  the  same  author  in  No.  26,  Centralblatt  fur 
Gynakologie,  1895. 

W  inter,  in  discussing  the  "Pathology  of  Prolapse,"  proposes  to 
make  an  oval  excision  of  the  anterior  vaginal  wall  and  to  detach  the 
bladder  all  around  from  the  vaginal  wall,  etc.f 

Gersuny,  in  Centbl.  fur  Gyn.,  No.  7,  1897,  publishes  an  article  on 
"An  Operation  for  Cystocele  Vaginalis,"  and  says  "if  in  cases  of  cysto- 
cele  vaginalis  we  make  a  median  incision  through  the  anterior  wall 
of  the  vagina,  beginning  from  the  anterior  lip  of  the  os  uteri  and  reach- 
ing into  the  bulbus  urethrse,  then  we  are  enabled  to  detach  the  anterior 
vaginal  wall  from  the  bladder  way  back  into  both  sides  from  that  in- 
cision, to  the  border  of  the  cystocele  or  even  beyond  that  border,"  etc. 

An  extensive  contribution  on  the  subject  under  discussion  was 
made  by  Dr.  Sanger^  He  goes  over  the  field  very  thoroughly  and 
calls  attention  to  the  fact  that  he  has  advised  detaching  the  bladder 
from  the  vagina  as  early  as  1892,  at  the  first  International  Congress 
of  Gynaecologists  at  Brussels.  A  resume  of  this  communication  to  the 
Congress  was  made  in  Centbl.  fur  Gyn'dk.,  No.  42,  1892.  The  greatest 
stress  is  laid  by  Sanger  upon  detaching  the  bladder  from  the  vagina 
after  he  has  separated  the  septum  vagino-vesicle,  making  an  incision 
from  the  urethra  down  to  the  vaginal  portion.  But  Sanger  distinctly 
says  that  he  rejects  detachment  of  the  bladder  from  the  collum  uteri 
when  doing  colporrhaphy  anterior.  Another  writer  is  cited  by  Sanger, 
von  Arx,  who  published  an  essay  upon  our  subject  in  the  Correspon- 
denzenblatt  fur  Schweizer.Aersie,  Nos.  13  and  14,  1896,  advocating 
separation  of  the  bladder  from  the  collum  uteri,  etc. 

I  myself  have  been  working  out  a  method  for  the  cure  of  cystocele; 

*  American  Journal  of  Obstetrics,  1899,  page  474. 

\  Zeitschrift  ficr  Geburtsliulfe  und  Gynakologie,  No.  35,  page  312,  1896. 
%  Centralblatt fitr  Gynakologie.  No.  2,  1898.' 
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I  consider  it  essential  to  free  the  bladder  from  the  uterus,  as  well  as 
from  the  vagina,  by  a  median  incision.  The  flaps  are  resected  and 
united  by  suture.  As  I  stated  before,  what  to  do  with  the  uterus  is 
of  secondary  importance  and  it  depends  entirely  upon  the  case  whether 
anything  should  be  done  with  it  at  all  or  whether  it  should  be  fixed  to 
the  vagina;  whether  excision  of  the  cervix  should  be  made  or  whether 
it  should  be  extirpated.  1  have  communicated  the  essential  points  of 
my  method  to  a  meeting  of  the  California  Academy  of  Medicine,  held 
Sept.  21st,  1895  (reported  in  the  Occidental  Med.  Times,  February, 
1896),  giving  the  history  of  a  case  of  complete  prolapse. 

A  lady  aged  68  was  first  submitted  to  the  prolapse  operation 
(Freund),  consisting  of  a  silver  wire  encasing  the  prolapsed  vagina: 
the  result  was  negative,  so  another  operation  was  done :  vaginal  hys- 
terectomy and  extensive  plastic  work  in  the  vagina.  "The  incision 
was  made  through  the  cystocele  in  the  median  line,  beginning  at  the 
meatus  urinarius  and  extending  to  the  vaginal  portion ;  also  a  trans- 
verse incision  around  the  same.  The  bladder  was  separated  from  the 
vagina  far  back  on  the  sides  and  from  the  uterus.  .  .  .  An  ex- 
tensive piece  of  vaginal  tissue  on  both  sides  of  the  vaginal  incision 
was  cut  away,  and  the  wound  carefully  closed  with  silkworm  gut." 

It  is  quite  apparent  that  a  number  of  men  have  been  working  upon 
the  same  principles  and  lines  at  the  same  time,  independent^  of  each 
other.  It  is  furthermore  undeniable  that  Mackenrodt's  and  Duehrs- 
sen's  work  in  vagino-fixation  for  retroflexed  uterus  has  not  been  for 
naught,  even  though  vagino-fixation  has  fallen  into  disgrace.  We  must 
not  forget  that  the  original  Mackenrodt  method  of  vaginal  fixation 
of  the  uterus  consisted  in  the  T-shaped  incision  through  the  anterior 
vaginal  wall,  dissecting  off  two  small  flaps  of  the  vaginal  mucous  mem- 
brane. Even  if  this  latter  procedure  was  merely  a  dissection  of  flaps 
of  mucous  membrane  and  not  a  detachment  of  the  bladder  from  its 
vaginal  attachments,  vagino-fixation  thus  done  opened  up  new  avenues 
and  has  been  the  impetus  to  a  great  many  operators  to  bend  their  ener- 
gies to  do  vaginal  operation  and,  while  improving  and  perfecting  our 
methods,  new  points  of  view  were  gained.  One  of  the  most  important 
results  thereof  is  the  knowledge  gained  that  the  bladder  can,  with  abso- 
lute immunity,  be  detached  from  the  uterus  and  vagina. 

Henry  F.  Kreutzmann,  M.D. 
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A  CASE  OF  HYPEREMESIS. 

New  York,  February  i,  1900. 
Editor  of  the  American  Gynecological  and  Obstetrical  Journal: 

Sir:  Mrs.  M.,  aged  28,  primipara,  third  month,  consulted  me  on 
the  8th  of  September  last,  complaining  of  "throwing  up  all  the  time." 

Her  appearance  at  that  time  was  as  follows:  Face  haggard  and 
of  a  dusky  hue;  eyes  somewhat  sunken.  Skin  cold  and  perspiring; 
weakness.  Breath  very  offensive,  tongue  dry,  thirst  excessive,  urine 
scanty  and  high-colored.    Pulse  100  and  temperature  99^. 

History  following  Conception. — About  6th  of  July  last,  patient 
became  nauseated  on  arising,  becoming  worse  on  standing  over  a  hot 
stove,  when  she  vomited.  This  continued  for  a  week  or  ten  days, 
when  she  vomited  several  times  a  day,  twice  in  the  morning  on  aris- 
ing, and  during  the  day,  and  during  the  month  of  August  five  and 
six  times  a  day;  nor  could  she  retain  either  liquids  or  solids,  although 
her  appetite  remained  good.  She  lost  strength  and  flesh  and  took  to 
her  bed  off  and  on.  This  condition  remained  the  same  until  Septem- 
ber 8th,  when  I  first  saw  her. 

Treatment. — I  first  tried  different  articles  of  diet,  with  the  hope 
one  or  some  of  them  would  be  retained,  for  the  first  week,  but  with- 
out success.  On  September  18th  I  began  the  treatment  of  rectal  ali- 
mentation, visiting  her  every  day  and  injecting  per  rectum  as  follows: 
Beef  tea,  brandy  and  bromide  of  potassium,  by  which  means  I  treated 
her  once  daily  for  three  days.  At  the  end  of  seventy-two  hours  I 
began  the  administration  of  nourishment  by  the  stomach,  using  milk 
and  lime-water.  During  the  first  twenty-four  hours'  trial  the  patient 
vomited  only  once,  the  second  twenty-four  hours  once  also,  and  the 
third  twenty-four  hours  not  at  all.  Following  the  administration  of 
milk  and  lime-water  by  the  stomach  she  retained  the  same  for  the 
first  few  hours.  On  feeding  her  again  it  was  vomited.  During  the 
evening  of  the  same  day  .she  partook  of  some  nourishment,  and  I  was 
pleased  to  see  her  retain  it.  The  following  day  I  continued  the  same 
manner  of  treatment  and  the  patient  vomited  only  once  during  the 
twenty-four  hours.  The  following  days  she  improved  slowly  but 
surely,  vomiting  on  taking  her  food  (milk  and  lime-water)  once  a 
day  in  the  early  morning  hours.  I  visited  her  once  a  week  from  Octo- 
ber 1st  to  November  28th,  and  noted  that  she  was  steadily  gaining 


Correspondence. 


229 


in  strength  and  retaining  her  food  well.  From  November  29th  I  al- 
lowed her  to  return  gradually  to  her  usual  diet. 

I  wish  to  draw  your  attention,  in  conclusion,  to  the  value  of  abso- 
lute rest  to  the  stomach  in  these  cases  even  for  seventy-two  hours. 
Drugs  cannot  be  relied  upon,  although  they  may  aid  somewhat.  Care- 
ful and  persistent  nursing  and  the  discussion  of  bringing  on  abortion 
only  after  the  above  methods  have  been  given  a  fair  trial  and  have 
failed,  are  indicated. 

Abraham  Goltman,  M.D.,  CM.,  Montreal,  Canada. 

L.R.C.P.  and  L.R.C.S.  Edin. ;  L.F.P.G.  Glasgow. 

102  West  Ninety-eighth  Street. 


CHAMPETIER  BAGS  AT  THE  SLOANE  MATERNITY 

HOSPITAL* 

New  York,  January  29th,  1900. 
Editor  American  Gynecological  and  Obstetrical  Journal: 

Sir:  Will  you  kindly  give  space  for  the  following  correction  in 
the  Transactions  of  the  New  York  Obstetrical  Society  of  November 
14th  recently  published  in  The  Journal? 

On  page  68  of  the  January  issue  (fifth  line  from  the  bottom)  I 
am  made  to  say:  'Yes;  about  six  hundred."  What  I  actually  said 
was :    "Yes,  about  a  hundred  a  month." 

As  this  correction  refers  to  a  matter  of  fact  and  relates  to  the  sta- 
tistics of  the  Sloane  Maternity  Hospital,  its  publication  is  important. 

E.  B.  Cragin,  M.D. 

62  West  Fiftieth  Street. 

*  This  correspondence  did  not  appear  m  the  February  issue  for  want  of  space 
— Editor. 
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Progressive  Medicine — Volume  IV.  A  Quarterly  Digest  of  Advances, 
Discoveries  and  Improvements  in  the  Medical  and  Surgical  Sci- 
ences. Edited  by  Hobart  Amory  Hare,  M.D.,  Professor  of 
Therapeutics  and  Materia  Medica  in  the  Jefferson  Medical  College 
of  Philadelphia.  Octavo,  handsomely  bound  in  cloth,  398  pages, 
51  engravings  and  5  plates.  Lea  Brothers  &  Co.,  Philadelphia  and 
New  York. 

This  volume,  the  fourth  and  last  of  the  series  for  1899,  like  its 
predecessors,  aims  at  being  a  resume  of  the  recent  literature  upon  its 
included  subjects.  The  first  chapter  deals  with  diseases  of  the  diges- 
tive tract  and  its  allied  organs  and  includes,  among  other  things,  much 
upon  the  physiology  of  the  stomach  and  its  secretions  upon  the  gas- 
tric neuroses,  upon  intestinal,  hepatic  and  splenic  diseases,  and  the 
most  recent  reports  upon  diseases  of  the  pancreas.  The-  second  chap- 
ter, upon  genito-urinary  diseases,  is  very  bacteriological  in  its  open- 
ing pages;  the  Janet  treatment  of  gonorrhoea  is  discussed  at  some 
length,  and  there  are  good  sections  upon  hematuria,  renal  insuffi- 
ciency, detection  of  calculi  by  the  Rontgen  rays,  catheterism  of  the 
ureters,  and  diseases  of  the  prostate  and  their  treatment ;  it  would  ap- 
pear that  there  is  practically  nothing  to  say  about  syphilis,  though  in 
the  title  of  the  chapter  the  disease  has  the  complimentary  "and"  so 
sought  for  by  the  prima  donnas  at  the  opera  house — "Genito-Urinary 
Diseases  in  the  Male,  and  Syphilis."  In  the  chapter  on  surgery, 
special  attention  is  given  to  the  subjects  of  surgical  shock,  gas  bacillus 
infection  (with  an  analysis  of  twenty-two  cases),  amputations,  the 
surgery  of  joints,  osteomalacia,  osteomyelitis,  tumors  of  bone,  and 
coxa  vara.  A  chapter  on  diseases  of  the  kidney  includes  discussions 
of  anomalies  of  these  organs,  toxicity  of  the  urine,  chlorides  in  the 
urine  of  pneumonia  and  ursemia.  Under  physiology  we  find  ab- 
stracts of  modern  papers  upon  metabolism,  digestion  and  absorption; 
upon  circulation  and  respiration ;  upon  glands ;  and  upon  the  nervous 
system  and  special  senses,  especially  vision.  The  chapter  on  anatomy 
concerns  itself  with  the  subject  of  anatomical  nomenclature,  briefly 
with  the  current  one,  and  at  some  length  with  the  basic  principles  of 
a  system  which  should  be  uniform  and  in  great  measure  replace  the 
old.  The  section  on  hygiene  embraces,  among  other  things,  matter 
upon  the  relations  between  disease  and  the  seasons  of  the  year,  the 


Reviews. 


relative  amount  of  sickness  from  different  causes,  modes  of  spread 
in  typhoid  fever,  and  general  principles  of  action  in  public  hygiene. 
Last  in  the  volume  is  a  "Practical  Therapeutic  Referendum,"  which 
contains  a  number  of  prescriptions  involving  new  remedies  and  com- 
binations; of  how  much  value  these  detached  prescriptions,  labeled 
good  for  this,  that  or  the  other  disease,  may  be,  is  doubtful,  but  they 
may  serve  to  show  the  trend  of  modern  therapeutics. 


General  and  Local  Anaesthesia.  By  Aime  Paul  Heineck,  M.D., 
Clinical  Instructor  in  Genito-Urinary  Diseases  College  of  Physi- 
cians and  Surgeons,  Chicago;  Clinical  Instructor  in  Gynaecology, 
Chicago  Clinical  School ;  Clinical  Instructor  in  Surgery,  North- 
western University  Woman's  Medical  College.  G.  P.  Engelhard 
&  Co.,  Publishers,  358-362  Dearborn  Street,  Chicago. 
This  little  book  is,  so  far  as  we  know,  the  only  one  of  its  kind  in 

English,  being  devoted  entirely  to  the  subject  of  anaesthesia,  general 
and  local.  The  various  indications  for  anaesthesia — diagnostic,  thera- 
peutic, obstetrical,  and  surgical ;  conditions  governing  the  choice  of 
anaesthetic;  preparation  of  the  patient;  rules  applying  to  both  ether 
and  chloroform;  precautions  before  and  during  anaesthesia;  incom- 
plete anaesthesia;  effects  upon  and  indications  from  the  respiration, 
circulatory  system  and  reflexes  of  the  patient ;  special  points  in  the 
administration  of  chloroform  and  of  ether;  post-anaesthetic  treatment; 
accidents  and  their  appropriate  treatment  are  discussed  at  length.  In 
the  second  chapter  the  subject  of  local  anaesthesia  in  general  is  taken 
up.  Anaesthesia  by  refrigeration,  cocaine  and  its  properties,  its  method 
of  use  in  various  branches  of  surgery  and  as  a  therapeutic  agent, 
precautions  as  to  its  employment,  accidents  and  their  treatment  are 
included.  The  subject  of  infiltration  anaesthesia  (Schleich's  method) 
is  dealt  with  in  detail.  In  general  the  book  covers  the  subject  chosen 
very  completely  so  far  as  it  goes,  being  full  and  clear  and  giving  rea- 
sons for  all  its  statements ;  but  in  a  volume  otherwise  so  good  it  would 
have  been  well  to  say  something  about  nitrous  oxide,  the  use  of  the 
Clover  inhaler  and  especially  about  the  method  of  combining  nitrous 
oxide  and  ether  in  conjunction  with  a  modified  Clover — which  latter 
seems  to  us  a  distinct  advance  upon  the  older  ways  of  producing  ether 
anaesthesia.  The  book  is  marred  by  several  unnecessary  typographical 
errors. 
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Recollections  of  a  Rebel  Surgeon.    By  F.  E.  Daniel,  M.D.  Von 

Boeckmann,  Schutze  &  Co.,  Austin,  Texas. 

These  recollections  of  the  war,  from  the  Southern  side,  are  taken 
down  from  the  talk  of  the  Texas  Medical  Journal's  "Old  Doctor," 
alias  "Genial  Friend,"  alias  "Fat  Philosopher."  These  reminiscences 
are  mostly  humorous;  some  are  sad,  and  some  pathetic;  but  all  are 
actual  occurrences.  The  greater  part  do  not  relate  to  the  professional 
duties  of  the  army  surgeon,  but  are  stories  of  the  "fun,  frolic,  fishing  or 
flirting,  as  the  case  may  be,  'endurin'  of  the  war,'  in  the  doctor's  'sappy' 
days";  while  a  few  later-day  observations,  too  good  to  lose,  have 
been  added  in  the  last  pages.  These  little  talks  are  not  essays  nor 
papers,  but  in  their  terseness  and  in  a  certain  colloquialism  have  a  vivid- 
ness and  actuality  that  make  the  reader  feel  that  he  is  listening  to  a 
real  man  and  real  experiences.  Moreover,  when  one  has  read  the 
stories  one  finds  that  one  has  unconsciously  become  possessed  of  a 
new  friend  in  the  "Old  Doctor,"  whose  happy,  kindly  and  humorous 
character  shines  out  through  every  recollection ;  for,  whether  intention- 
ally or  not,  the  book  is  as  much  a  revelation  of  a  delightful  person- 
ality as  it  is  a  collection  of  war  experiences. 

Crockett's  Gynaecology.    A  pocket  Text-book  of  Diseases  of  Women, 
by  Montgomery  A.  Crockett,  A.B.,  M.D.,  Adjunct  Professor  of 
Obstetrics  and  Clinical  Gynaecology,  Medical  Department  of  the 
University  of  Buffalo,  N.  Y.    Edited  by  Bern  B.  Gallaudet, 
M.D.    i2mo.  volume  of  368  pages,  with  107  illustrations.  Lea 
Brothers  &  Co.,  Philadelphia  and  New  York,  February,  1900. 
In  the  author's  own  words,  his  book  is  a  reflection  "of  the  accepted 
views  of  the  foremost  authors  and  practical  gynaecologists  as  expressed 
in  the  rich  standard  literature  of  the  subject."   Written  in  a  clear  and 
simple  style  it  presents  the  subject  in  a  concise  manner  without  resort- 
ing to  the  quiz-compend  method  or  simulating  the  medical  dictionary. 
The  chapters,  of  which  there  are  fifteen,  deal  with  every  phase  of  the 
subject  and,  although  the  condensation  is  at  times  markedly  apparent, 
lucidity  is  never  compromised  and  with  the  help  of  a  more  voluminous 
work  or  perhaps  a  medical  dictionary  at  times  even  a  novice  would  be 
satisfied  with  the  information  expounded. 

At  a  glance  it  can  be  seen  that  the  book  has  been  carefully  written 
and  by  a  man  who  is  familiar  with  his  subject  both  in  a  practical  and 
theoretical  sense.  The  chapter  on  local  treatment,  although  short,  is 
full  of  practical  directions.  The  chapter  on  operations  deals  with  the 
most  modern  methods  and,  although  a  tyro  could  scarcely  step  up 
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and  operate  after  reading  the  chapter,  he  would  gain  a  good  general 
idea  of  the  scope  of  instrumental  interference.  In  the  chapter  on  dis- 
placement the  author  shows  that  he  is  unbiased  by  devoting  as  much 
consideration  to  the  non-surgical  as  to  the  operative  treatment.  There 
is  a  chapter  on  ectopic  gestation,  giving  the  varieties,  pathology,  aeti- 
ology, symptoms,  diagnosis  and  treatment,  concisely  arranged  and 
lucidly  explained.  A  good  index  adds  another  item  to  the  value  of 
the  book.  The  general  practitioner  will  find  the  little  volume  handy  and 
helpful  and  the  specialist  may  find  it  convenient  to  use  as  a  reference 
book.  V.  N. 


Practical  Text-Book  of  Midwifery  for  Students  and  Nurses.  By 
Robert  Jardine,  M.D.,  Edin.  M.  R.  C.  S„  Eng.  V.  V.  P.  &  S., 
Glasgow;  Physician  to  the  Glasgow  Maternity  Hospital.  i2mo. 
245  pp.    36  illustrations.    The  Macmillan  Company,  New  York. 
In  writing  his  little  book  on  midwifery,  Dr.  Jardine  started  off 
well  by  laying  particular  stress  upon  two  features  of  the  lying-in  period, 
— the  responsibility  of  the  nurse  and  the  importance  of  asepsis.  It 
is  certainly  the  fact  that  the  good  work  of  the  most  skilful  accoucheur 
can  be  undone  by  a  careless  or  unclean  nurse,  and  that  the  aseptic 
habit  if  thorough  is  better  than  the  antiseptic  habit  is  an  opinion  fast 
becoming  dominant  among  operators  and  obstetricians. 

The  book  is  a  neat  production,  tersely  written  yet  withal  com- 
prehensive. It  is  almost  as  condensed  as  the  quiz  compends  but  is 
written  in  the  style  of  imparting  knowledge  rather  than  extracting  it. 
In  fact,  the  condensation  is  so  pronounced  at  times  that  one  might 
think  one  were  perusing  a  dictionary  of  terms. 

But  for  the  purpose  for  which  it  was  written  the  book  is  an  excep- 
tionally good  one.  Dr.  Jardine  is  a  teacher  of  nurses,  and  he  under- 
stands them.  He  has  made  everything  as  simple  and  comprehensi- 
ble as  possible.  His  first  chapter  is  a  synopsis  of  general  anatomy 
and  physiology.  In  his  ninth  chapter,  which  relates  to  asepsis  and 
antisepsis,  he  gives  very  good  direction  how  to  pass  a  catheter  and 
give  a  douche. 

In  his  chapter  on  the  puerperium,  Dr.  Jardine  has  made  one  state- 
ment which  might  be  criticised.  He  says  the  child  may  be  put  to 
the  breast  immediately  after  its  birth  or  within  a  few  hours  after.  I 
believe  it  is  a  generally  practiced  system,  in  this  country  at  least,  to  wait 
from  six  to  twelve  hours  after  delivery  before  the  child  is  allowed  to 
suckle. 

The  last  chapter  is  a  very  good  one  on  infant  feeding. 
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The  typography  of  the  book  is  very  good.  The  technical  terms 
are  all  in  heavy  type.  The  illustrations  are  chiefly  reproductions.  The 
book  might  have  had  six  times  as  many  without  hurting  it. 

Although  written  for  nurses  and  students,  the  general  practitioner 
might  find  the  book  a  good  one  to  read  over  for  the  purpose  of  brush- 
ing up  the  little  details  which  a  general  practice  causes  one  to  neglect 
more  or  less.  V.  N. 


The  Chicago  Gynecological  Society. 
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TRANSACTIONS   OF   THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Stated  Meeting,  November  17,  1899. 

The  President,  Dr.  Thomas  J.  Watkins,  M.D.,  in  the  Chair. 

Myomectomy:  Exhibition  of  Specimens. 

Dr.  Henry  T.  Byford  :  I  have  three  specimens  from  cases  of 
hystero-myomectomy,  removed  within  a  week  of  each  other,  illustrating 
the  possibilities  of  conservative  operations  for  the  removal  of  uterine 
tumors.  The  largest  specimen  was  from  a  case  in  which  the  tumor  was 
subperitoneal  and  occupied  the  entire  pelvis  and  lower  abdomen,  push- 
ing the  uterus  above  the  pubes  and  embedding  itself  firmly  in  the  pelvic 
connective  tissue. 

The  arteries  could  not  be  found  and  the  veins  were  large  and  very 
numerous.  I  could  not  locate  the  uterine  artery  at  all,  and  I  do  not 
think  that  Prior's  method  of  first  ligating  the  opposite  broad  ligament 
and  cutting  through  the  cervix  would  have  been  any  better,  because 
there  were  so  many  vessels  passing  into  the  tumor  and  the  tumor  was 
against  the  pelvic  walls.  Twelve  pairs  of  forceps  about  the  base  of  the 
broad  ligament  were  required  to  check  profuse  haemorrhage,  for  as  the 
tumor  was  enucleated  free  bleeding  occurred  from  many  points.  That 
side  of  the  pelvis  filled  twice  with  blood  before  the  bleeding  was  con- 
trolled by  the  forceps.  Myomectomy  was  the  better  method,  for  the 
broad  ligament  could  better  be  stitched  up  into  the  wound  and  the 
peritonseal  cavity  shut  off  from  the  forceps  and  oozing  tissues,  than  if 
the  uterus  had  been  removed.  The  patient  is  now  walking  about  and 
the  wound  cavity  almost  obliterated. 

These  specimens  are  from  a  case  in  which  the  intestine  was  ad- 
herent to  the  tumor.  This  one  which  is  the  size  of  a  child's  head  grew 
from  a  large  surface  near  the  fundus ;  here  are  eight  more  tumors, 
which  were  taken  from  different  parts  of  the  uterus.  Two  were  pe- 
dunculated and  the  others  had  a  large  base.  There  is  nothing  particularly 
noteworthy  in  the  tumors,  except  their  number  and  the  fact  that  the 
uterus  was  left  in  good  shape.  The  convalescence  is  so  far  (ten  days) 
remarkably  normal.  The  time  consumed  in  operating  was  scarcely 
(if  any)  longer  than  in  ordinary  cases  of  complete  extirpation. 


236 


The  third  case  was  one  of  vaginal  myomectomy  in  a  virgin  36 
years  old,  the  larger  tumor  being,  as  you  see,  the  size  of  a  goose  egg. 
It  was  removed  from  the  anterior  uterine  wall,  at  the  fundus,  and 
the  other  from  the  posterior  uterine  wall.  By  anterior  colpotomy,  the 
fundus  was  readily  drawn  down  into  the  vagina  and  the  tumor  re- 
moved. This  left  a  denuded  surface  about  the  size  of  a  dollar,  which 
was  sutured  with  catgut.  The  tumor  on  the  posterior  surface  was 
deeply  imbedded  in  the  wall  but  was  easily  removed  and  the  wound 
closed  by  sutures.  In  this  case  I  could  not  only  get  at  the  tumor  better 
through  the  vagina  than  through  the  abdomen,  but  I  shut  off  the  peri- 
tonaeal  cavity  completely  from  the  field  of  operation  by  suturing  the 
bladder  peritonaeum  over  the  uterine  stitches. 

Ruptured  Extra-uterine  Pregnancy:    Exhibition  of  Specimen. 

Dr.  McDiarmid:  I  present  this  specimen  from  a  case  of  extra- 
uterine pregnancy.  The  ovum  has  developed  in  the  ampulla  of  the 
tube.  The  walls  of  the  tube  appear  thickened,  which  probably  accounts 
for  the  non-descent  of  the  ovum.  The  ovum  presents  the  chorion  with 
its  villi,  and  the  minute  embryo  can  be  seen  within. 

Rupture  occurred  presumably  about  the  eighth  week  of  pregnancy. 
Patient  aged  twenty-six  years.  Married  eight  years.  Has  one  child  5 
years  old.  Has  had  three  abortions,  the  present  being  the  fourth  preg- 
nancy since  the  birth  of  her  child.  She  weighs  206  pounds  when  in 
health. 

Her  last  menstruation  began  August  17th  and  ceased  on  the  20th. 
Haemorrhage  began  October  10th  and  consisted  of  a  mere  show  each 
day.  Pain  began  on  Thursday,  October  19th,  when  she  took  to  bed. 
Vomiting  began  Friday  morning.  At  4  P.  M.  on  Sunday  her  physicians 
curetted  the  uterus  and  on  Monday,  October  23d,  about  2  P.  M.  I  saw 
her  in  consultation.  I  found  her  with  pulse  176,  with  excessive  vom- 
iting and  great  shock.  A  mass  could  be  felt  in  Douglas'  cul-de-sac.  I 
had  her  removed  immediately  to  the  Post-Graduate  Hospital.  On 
opening  the  abdomen  I  removed  a  hatful  of  clots  and  fluid  blood.  I 
brought  up  the  ruptured  right  tube  and  ovary  and  ligated  these,  where- 
upon I  encountered  excessive  venous  haemorrhage,  which  I  had  con- 
siderable difficulty  in  arresting.  Pressure  on  the  femoral  vein  by  an 
assistant  finally  controlled  it  while  I  secured  the  lesion  on  the  pelvic 
wall,  extending  up  to  the  brim,  with  several  artery  forceps  and  ligated 
it  in  sections.  I  introduced  a  glass  drainage-tube,  which  remained 
sixty-four  hours. 
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During  the  operation  she  received  sub-mammary  infusions  of  nor- 
mal salt  solution  to  the  amount  of  five  quarts,  the  internes  inform  me, 
and  at  the  close  of  the  operation  two  quarts  per  rectum.  About  two 
hours  later  her  pulse  having  reached  180,  she  received  another  quart 
sub-mammary.  Next  day  her  pulse  was  122  and  the  third  day  100, 
and  she  made  a  continuous  recovery,  leaving  the  hospital  on  the  seven- 
teenth day. 

I  would  call  attention  to  two  or  three  points.  This  case  does  not 
accord  with  the  commonly  accepted  opinion  that  ectopic  pregnancy  oc- 
curs chiefly  after  a  protracted  period  of  sterility.  Neither  was  there 
a  discharge  of  decidual  fragments,  although  such  would  scarcely  be 
expected  at  so  early  a  period.  The  failure  to  diagnose  the  case  at  an 
earlier  period  was  therefore  quite  excusable.  Her  physician  had  diag- 
nosed ectopic  pregnancy  before  I  saw  her. 

I  wish  to  emphasize  the  necessity  for  immediate  operation  in  cases 
of  haemorrhage  with  great  shock,  rather  than  the  attempt  to  stimulate 
and  rally  the  patient,  hoping  for  a  better  condition  for  operation.  This 
patient  would  have  died  in  a  very  short  time. 

I  would  also  refer  to  the  inadequacy  and  danger  of  the  vaginal  route 
for  an  operation  of  this  character. 

In  reviewing  the  case  I  inquire  whether  had  I  been  more  deliberate, 
first  drying  the  pelvis  thoroughly,  and  delivering  the  sac  under  the  eye, 
I  would  have  avoided  the  haemorrhage.  I  scarcely  think  so.  No  force 
was  required  in  bringing  up  the  tube.  The  saline  infusion  is  invaluable. 
Without  it  we  would  doubtless  have  lost  this  patient's  life. 

Discussion. 

Dr.  Emil  Ries  :  There  are  two  points  worthy  of  consideration. 
First,  the  fact  that  there  was  no  discharge  of  decidua.  If  I  understand 
the  doctor  correctly,  the  patient  was  curetted  before  he  saw  her,  and,  of 
course,  the  decidua  was  destroyed,  hence  could  not  be  expelled.  Sec- 
ond, another  point  of  importance  is,  whether  such  a  case  could  be 
operated  on  through  the  vagina. 

I  have  recently  operated  on  two  cases  through  the  vagina,  both 
early  extra-uterine  pregnancy.  One  had  been  curetted  twice  for  sup- 
posed intra-uterine  incomplete  abortion;  another  had  been  diagnosed 
as  a  pyosalpinx.  In  both  cases  there  was  pelvic  hematocele,  rupture  of 
the  tube  with  the  fimbriated  end  wide  open  and  placental  polypus  in 
the  tube.  I  cut  and  tied  the  tube  from  below  quite  as  readily  as  it 
could  be  done  from  above,  and  with  but  little  haemorrhage.    The  pa- 
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tients  had  the  usual  benefit  of  the  after-treatment  after  vaginal  opera- 
tion, getting  up  on  the  second  day,  and  leaving  the  hospital  about  the 
sixth.  I  can  see  no  reason  why  the  doctor's  case  could  not  have  been 
operated  upon  from  below,  as  the  tube  and  ovary  are  not  very  large, 
and  the  uterine  and  isthmic  portions  of  the  tube  are  strong  and  solid, 
so  there  would  have  been  no  difficulty  in  disengaging  the  tube  and 
ovary  from  the  broad  ligament. 

As  to  the  haemorrhage  from  the  broad  ligament,  I  believe  that  opera- 
tion from  below  would  have  obviated  this.  I  control  the  haemorrhage 
from  the  ovarian  artery  by  suture,  and  if  we  continue  the  suture  of 
the  broad  ligament  parallel  with  cutting  away  the  tube  from  the  broad 
ligament,  there  is  no  difficulty  from  haemorrhage.  The  fimbriated  end  of 
the  tube  in  the  case  under  discussion  seems  to  have  been  open,  thus 
making  another  one  of  those  interesting  cases  in  which  pregnancy 
could  have  been  terminated  by  tubal  abortion,  but  preferred  to  rupture 
through  the  tube  wall.  These  cases  may  find  their  explanation  in 
the  engagement  of  the  ovum  in  a  diverticulum  of  the  tube  wall. 
Whether  or  not  this  diverticulum  is  due  to  a  pathological  process,  or 
double  formation  of  the  tube  as  described  by  Landau  and  Rheinstein, 
would  have  to  be  determined  by  microscopical  examination. 

Dr.  Henry  T.  Byford  :  I  believe  it  is  very  easy  to  operate  through 
the  vagina  in  early  cases,  although  as  the  parts  are  soft  they  are  readily 
torn  if  they  are  not  handled  gently.  It  is  easy  to  stretch  them  and 
bring  them  into  view,  and  as  a  rule  the  regulations  are  very  simple. 
The  danger  is  in  not  recognizing  the  existing  conditions  and  handling 
a  pregnant  case  too  roughly.  I  do  not  see  any  reason  whatever  why 
we  should  not  be  able  to  operate  on  these  cases  from  below  when  the 
tumor  can  be  felt  low  down,  and  when  conditions  that  are  unfavorable 
to  vaginal  sections  are  not  present. 

Dr.  Reuben  Peterson  :  Whatever  may  be  one's  predilections  for 
the  abdominal  or  vaginal  route,  it  must  be  conceded  that  these  cases 
can  be  operated  very  nicely  through  the  vagina.  While  I  have  always 
operated  through  the  abdomen  by  pulling  down  the  uterus  and  bring- 
ing the  tube  and  ovary  through  the  vaginal  opening,  I  do  not  see  why 
haemorrhage  cannot  as  easily  from  below  as  from  above  be  controlled 
in  suitable  cases.  As  far  as  I  am  concerned  I  prefer  operating  through 
the  abdomen,  as  I  feel  I  can  do  much  better  work  in  this  class  of  cases 
through  a  suprapubic  incision. 

I  would  not  like  to  have  it  go  out  as  an  opinion  endorsed  by  all  the 
members  of  this  Society,  that  one  of  the  advantages  of  the  vaginal 
operation  is  that  the  patient  can  get  up  on  the  second  day  and  walk 
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out  of  the  hospital  on  the  sixth.  I  must  confess  that  Dr.  Ries'  cases 
do  very  nicely.  They  are  remarkably  pedestrians  ;  they  do  walk  out  and 
very  few  are  carried  out.  I,  however,  do  not  believe  that  patients  ought 
to  be  let  up  so  early,  and  Dr.  Ries  will  find  out  sooner  or  later  that  he 
is  doing  them  harm.  Cases  of  extra-uterine  haemorrhage  especially  al- 
ways profit  from  rest  in  bed.  Not  only  does  Dr.  Ries  let  his  vaginal 
cases  get  up  on  the  second  day,  but  his  abdominal  cases  as  well.  Where 
the  stitches  are  not  taken  out  for  four  to  six  weeks  after  the  operation 
or  if  a  sure  method  of  their  suturing  be  employed  for  the  abdominal 
wall,  there  is  no  special  reason  why  the  patient  should  not  get  up  early, 
as  far  as  the  danger  of  subsequent  hernia  is  concerned.  But  unless  the 
proper  method  of  suturing  be  employed  there  is  the  greatest  danger  of 
subsequent  hernia.  This  is  not  the  occasion  for  a  lengthy  discussion 
of  this  subject.  I  merely  wish  to  protest  against  the  idea  that  the  chief 
aim  of  the  operator  is  to  employ  a  method  whereby  his  patient  gan  get 
up  in  the  quickest  possible  time  after  the  operation. 

Dr.  Emil  Ries  :  As  this  is  a  discussion  of  Dr.  McDiarmid'c  paper, 
I  do  not  wish  to  discuss  my  after-treatment  of  these  cases.  I  would, 
however,  like  to  have  Dr.  Peterson  discuss  a  case  of  removal  of  the  tubes 
and  ovary,  which  went  home  on  the  seventh  day,  and  which  I  shall  pre- 
sent at  the  next  meeting. 

Dr.  McDiarmid,  closing  the  discussion :  I  do  not  quite  understand 
Dr.  Ries'  remark  with  reference  to  the  decidua  and  curettement. 

Dr.  Ries  :  The  decidua  is  the  lining  membrane  of  the  uterus.  If 
the  uterus  is  curetted,  the  lining  membrane  is  removed;  nothing  is  left, 
but  the  muscular  tissue  and  small  pieces  of  uterine  mucosa  which 
dipped  down  into  the  muscle. 

Dr.  McDiarmid:  In  what  way  is  that  applicable  to  any  remark  of 
mine? 

Dr.  Ries  :  You  said  the  uterus  was  curetted. 

Dr.  McDiarmid:  Quite  true,  but  that  was  done  the  day  before. 
I  said  that  there  is  usually  supposed  to  be  a  long  period  of  sterility 
prior  to  the  occurrence  of  extra-uterine  pregnancy.  This  was  not  true 
in  my  case.  Next,  we  frequently  have  expulsion  of  portions  of  decidua. 
That  was  wanting  in  this  case.  There  could,  of  course,  be  no  expul- 
sion of  decidua  after  curettement,  which  was  made  twenty-four  hours 
before  my  operation. 

Dr.  Ries:   And  the  rupture  occurred? 

Dr.  McDiarmid:  I  cannot  say.  Her  physician  curetted  on  Sun- 
day and  I  operated  on  Monday.  I  imagine  that  the  rupture  took  place 
on  Thursday,  when  she  had  an  attack  of  pain  and  took  to  bed.  On 
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Friday  she  vomited  and  on  Saturday  and  Sunday,  more  after  the  chlo- 
roform and  curettement  than  before.  Some  haemorrhage  may  have 
occurred  on  Friday,  Saturday  and  Sunday,  but  doubtless  more  after 
the  curettement. 

Dr.  Ries  :  I  thought  you  referred  to  the  decidua  after  curettement 
and  not  before.  If  the  rupture  took  place  twenty-four  hours  before  you 
operated  the  discharge  of  the  membrane  would  have  occurred  sometime 
after  the  rupture.  No  membrane  could  come  away  after  curettage. 
That  was  what  I  referred  to,  while  you  referred  to  the  discharge  of 
decidua  during  the  course  of  the  pregnancy. 

Dr.  McDiarmid:  I  merely  wish  to  add  that  I  do  not  believe  any 
difficulty  would  have  been  encountered  in  removing  the  pregnancy  from 
below.  I  intended  to  refer  only  to  the  control  of  the  haemorrhage 
afterward. 

Enormous  Appendiceal  Abscess  incised  through  the  Rectum. 

Dr.  Reuben  Peterson  :  With  the  permission  of  the  Society,  I 
will  report  a  case  of  enormous  appendiceal  abscess,  which  I  operated 
upon  recently.  As  it  occurred  in  the  male,  I  must  apologize  for  report- 
ing it  before  this  special  Society,  but  the  same  might  occur  in  the 
female,  and  a  discussion  of  this  special  method  of  operating  may  be 
profitable. 

The  patient  was  26  years  old,  and  when  Dr.  Bischoff,  who  kindly 
referred  the  case  to  me,  first  saw  him  had  been  sick  for  a  week  with 
symptoms  of  appendicitis.  As  the  patient  would  not  consent  to  an 
operation  the  doctor  was  obliged  to  watch  an  abscess  gradually  in- 
crease in  size  for  two  weeks.  Finally,  his  condition  became  so  bad  that 
he  was  persuaded  to  enter  the  hospital,  where  I  saw  him  that  afternoon. 
His  pulse  was  about  100;  temperature  99^4 ;  the  abdomen  was  literally 
filled  with  a  fluctuating  tumor,  reaching  within  one  and  one-half  inches 
of  the  umbilicus  and  filling  up  the  right  side  completely.  It  extended 
almost  to  the  iliac  crest  on  the  left  side,  simulating  an  enormously  dis- 
tended bladder,  except  that  the  area  of  flatness  was  greater  toward  the 
flanks. 

I  made  a  rectal  examination  and  found  that  the  pus  had  burrowed 
down  into  the  pelvis  so  as  to  even  dilate  the  sphincter,  for  upon  insert- 
ing my  finger  only  about  one-quarter  of  an  inch  it  struck  the  sac.  I 
operated  within  a  couple  of  hours,  making  an  opening  through  the 
rectum.  There  was  so  much  tension  to  the  sac  that  when  it  was  ex- 
cised the  pus  leaped  two  or  three  feet.    There  was  over  a  gallon  of 
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very  foul  smelling  pus.  I  enlarged  the  rectal  opening  in  order  to  get 
into  the  cavity,  which  was  lined  by  coils  of  intestines.  The  next  day 
the  temperature  had  risen  to  1020,  the  pulse  to  120.  I  had  seen  this 
occur  before  where  large  pelvic  abscesses  were  opened  and  I  thought 
it  due  to  the  collapse  of  the  sac,  and  the  removal  of  pressue  from 
the  absorbing  vessels.  The  temperature  and  pulse  remained  stationary 
for  about  two  or  three  days,  although  there  was  a  free  discharge  from 
the  rectum.  Three  nights  after  this  operation  he  filled  his  bed  with 
what  the  interne  said  must  have  been  two  or  three  quarts  of  pus,  and 
the  next  day  temperature  and  pulse  were  normal. 

On  the  sixth  day  (and  unintentionally)  I  was  obliged  to  follow  the 
plan  adopted  by  Dr.  Ries.  The  patient  complained  of  the  hospital  food 
and  promptly  walked  home,  a  distance  of  about  one  and  one-half  miles. 
I  learned  from  Dr.  Bischoff  that  he  went  on  to  a  rapid  recovery  and  is 
now  at  work. 

I  once  operated  upon  a  boy  of  twelve,  opening  a  very  large  ap- 
pendiceal abscess  through  an  abdominal  incision.  I  cannot  help  con- 
trasting the  convalescence  of  the  two  cases,  for  while  the  boy 
eventually  recovered,  it  was  only  after  a  long  period  of  time,  while  the 
case  opened  through  the  rectum  made  a  quicker  and  more  satisfactory 
recovery. 

As  a  general  rule  I  would  consider  it  unwise  to  employ  the  rectal 
incision,  and  would  limit  it  to  those  desperate  cases  where  the  abscess 
sac  is  large  and  has  worked  its  way  within  easy  reach  through  the 
anus. 

Discussion. 

Dr.  Henry  T.  Byford:  It  is  no  doubt  better  surgery  to  operate 
from  above  or  through  the  vagina  or  perinaeal  body  in  ordinary  cases. 
However,  the  rectum  is  not  any  more  septic  than  the  abscess,  and 
nothing  worse  can  get  in  than  is  already  there,  and  when  drainage  is 
good,  abscesses  discharging  into  the  rectum  always  heal,  unless  kept 
from  doing  so  by  ligatures,  tuberculosis,  etc.  It  might  occur  to  us 
that  the  doctor  could  have  incised  the  perinseum  over  the  sphincter 
and  have  kept  in  front  of  the  anterior  wall  of  the  rectum.  But  the 
result  proves  that  there  was  no  harm  in  opening  by  way  of  the  rectum. 
The  principle  is  not  to  keep  the  germs  out,  but  to  let  them  out.  I  have 
by  rectal  incision  opened  pelvic  abscesses,  which  were  a  distance  from 
the  outside  and  were  separated  from  the  vagina  by  indurating  tissue, 
but  which  were  bulging  into  the  rectum.  By  maintaining  the  opening, 
I  have  never  failed  to  get  a  good  recovery.    I  have  had  the  opening 
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contract  and  the  septic  condition  commence  again,  but  that  was  easily 
remedied  by  dilating  the  opening.  One  principle  evolved  from  the 
theory  is  to  avoid  opening  by  way  of  the  rectum  if  possible,  but  one  fact 
evolved  from  practise  is  that  they  get  well  when  adequately  drained 
into  the  rectum. 

Dr.  Ma  nierre:  I  would  like  to  ask  Dr.  Peterson  whether  he  put 
a  tube  into  the  cavity. 

Dr.  Peterson  :  No,  I  did  not.  In  order  to  get  good  drainage  I 
made  the  opening  large  enough  to  admit  several  fingers. 

Dr.  Frank  T.  Andrews:  Cases  of  appendicitis  in  which  abscess 
can  be  opened  through  the  rectum  are,  I  believe,  extremely  rare.  The 
large  majority  of  abscesses  in  the  female  would  be  pelvic.  I  would 
like  to  take  issue  with  Dr.  Byford  about  abscesses  healing  by  con- 
traction of  the  wall  of  the  abscess.  Of  course,  it  contracts  to  a  certain 
extent,  but  any  cavity  within  the  abdomen,  shut  off  from  the 
general  peritonaeal  cavity,  is  closed  primarily  by  intra-abdominal  pres- 
sure, and  not  at  all,  or  to  a  small  extent,  by  contraction  of  the  tissues 
in  the  wall.  In  order  to  get  a  very  rapid  and  complete  closure,  it  is 
necessary  that  the  sac  be  thoroughly  emptied. 

Dr.  Henry  P.  Newman:  I  simply  wish  to  refer  to  the  fact  that 
William  H.  Byford,  Senior,  many  years  ago  advocated  draining  pelvic 
abscesses  through  the  rectum,  so  that  the  method  in  one  sense  is  not 
new.  It  was  quite  a  favorite  method  of  his  to  dilate  old  sinuses  and 
drain  abscesses  through  the  rectum. 

Dr.  A.  H.  McDiarmid:  Several  years  ago  I  had  a  case  of  appen- 
diceal abscess  which  ruptured  through  the  vagina.  This  is  somewhat 
rare  and  I  should  like  to  know  whether  any  of  the  members  of  the 
Society  have  had  such  a  case. 

Dr.  Emil  Ries  :  The  question  of  opening  these  abscesses  through 
the  rectum,  be  they  of  appendiceal  origin  or  from  the  appendages  of 
the  female,  is  now  practically  decided  in  the  direction  of  avoiding  the 
rectal  incision.  I  am  well  aware  that  a  number  of  cases  heal  after  they 
have  been  opened  through  the  rectum.  The  general  experience  with 
cases  of  pyosalpinx,  which  have  perforated  into  the  rectum,  is  that  this 
perforation  is  one  reason  why  these  abscesses  do  not  heal.  I  have  had 
opportunity  to  examine  a  number  of  cases  of  recent  puerperal  infec- 
tions on  the  post-mortem  table,  and  the  perforations,  though  small  and 
permitting  of  the  escape  of  pus,  prevented  a  closure  of  the  sac.  The 
danger  is  the  formation  of  a  fistula,  permitting  the  septic  contents  of 
the  rectum  to  enter  the  sac.  This  is  especially  the  case  when  the  tissue 
around  the  rectum,  which  solders  the  pus-sac  to  the  rectum,  is  hard 


The  Chicago  Gynecological  Society. 


243 


and  firm,  not  favoring  ready  contraction.  Where  we  have  to  deal  with 
recent  abscesses,  as  in  the  case  reported  by  Dr.  Peterson,  it  is  more 
likely  that  these  fistulae  will  close  rapidly  by  contraction  of  the  rectal 
wall,  the  bowel  coming  down  and  filling  in  the  space  previously  occu- 
pied by  the  pus.  I  would  submit,  as  an  important  consideration  in  the 
treatment  of  pelvic  abscesses,  especially  in  cases  of  long  standing,  that 
not  the  rectal  incision  but  one  which  avoids  the  septic  field  is  prefer- 
able— in  the  female  through  the  vagina,  and  in  the  male  by  perinseal 
section  if  necessary. 

The  fact  that  the  patient  got  up  after  six  days  is,  of  course,  de- 
plorable from  the  doctor's  standpoint,  and  I  fully  sympathize  with 
him. 

Dr.  Weller  Van  Hook  :  Abdominal  abscesses  should,  as  a  rule, 
be  opened  at  such  points  as  will  permit  the  operator  to  treat  the  point 
of  origin  of  the  process.  This  rule  need  not  be  violated  in  treating 
large  abscesses  filling  the  pelvis,  cases  occurring  frequently  in  the  prac- 
tice of  the  general  surgeon,  since  local  anaesthesia  suffices  where  nar- 
cosis is  not  permissible. 

Dr.  Peterson,  closing  the  discussion :  I  simply  wished  to  place 
this  case  on  record,  because  of  the  large  size  of  the  abscess  and  the 
possibility  that  by  opening  through  the  abdomen  the  shock  of  the 
operation  would  be  a  factor  against  his  recovery.  I  have  always  been 
opposed  to  opening  pelvic  abscesses  through  the  rectum,  because  of  the 
reasons  stated  here  to-night.  I  brought  this  case  to  your  notice  in  order 
to  demonstrate  the  fact  that  in  recent  abscesses  of  this  nature,  opening 
at  a  dependent  point  will  sometimes  result  in  a  cure  of  the  case. 

Foreign  Body  in  the  Bladder:    Report  of  a  Case. 

Dr.  S.  L.  Weber:  Foreign  bodies  in  the  bladder  are  not  always 
easily  removed  without  incision,  and  even  then  it  is  difficult.  A  patient 
of  mine,  having  some  puritus  around  the  urethra,  used  a  large-sized 
pin  with  which  to  scratch  herself.  The  pin  slid  into  the  bladder.  I 
saw  her  the  next  day  and  took  her  to  the  hospital.  She  was  anaesthe- 
tized and  after  dilating  the  urethra  and  inserting  my  finger,  I  could 
distinctly  feel  the  pin,  which  I  was  able  to  grasp  and  turn  so  as  to  get 
hold  of  the  head,  and  then  take  it  out. 

Pregnancy  with  Bicornate  Uterus:  Report  of  a  Case. 

This  case  occurred  in  a  primipara.  The  first  stage  of  labor  lasted 
four  days  and  on  the  fifth  day,  with  the  aid  of  forceps,  a  healthy  nor- 
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mal  child  was  delivered.  I  was  unable,  even  by  Crede's  method,  to 
bring  away  the  placenta.  It  seemed  to  be  close  to  the  abdominal  wall ; 
much  more  so  than  usual.  Upon  inserting  my  hand  into  the  uterus  I 
found  the  placenta  on  one  side,  suggesting  a  double  uterus,  adherent 
and  high  up.  I  was  forced  to  dissect  with  my  finger  when  I  felt  that 
the  uterine  wall  was  extremely  thin  at  that  point.  She  made  a  per- 
fect recovery.  I  had  occasion  to  examine  her  since,  when  I  found  a 
double-horned  uterus. 

Discussion. 

Dr.  Gustav  Kolischer  (by  invitation)  :  The  finding  of  foreign 
bodies  in  the  female  bladder  is  not  uncommon.  I  wish  to  object  to 
forcible  dilatation  of  the  urethra  with  the  patient  under  general  anaes- 
thesia, in  order  to  make  a  diagnosis  or  to  remove  small  extraneous 
bodies  from  the  bladder.  It  is  by  no  means  a  harmless  interference, 
but  a  rather  obsolete  and  barbaric  procedure,  not  to  speak  of  the  danger 
of  narcosis.  At  the  present  time  we  have  at  our  command  cystoscopes, 
which  meet  all  demands,  without  the  necessity  of  dilating  the  urethra 
and  putting  the  patient  under  general  anaesthesia. 

A  Plea  for  a  More  Surgical  Practice  of  Obstetrics. 

By  Samuel  Weber,  M.D. 

(See  page  200.) 

Discussion. 

Dr.  Henry  P.  Newman  :  This  summary  of  obstetrical  work  ought 
not  to  pass  without  some  comment.  In  the  main,  it  agrees  with  my  ideas 
of  handling  obstetrical  cases.  A  large  number  of  these  should  be  treated 
with  aseptic  precision  of  surgical  cases.  Most  of  these  are  confined  in 
low  beds,  and  the  after-work,  be  it  major  or  minor,  is  likewise  fre- 
quently performed  in  bed.  We  certainly  would  not  think  of  doing 
surgical  operations  in  that  posture  or  with  such  appointments.  If  the 
after-work  is  worth  doing  at  all,  it  is  worth  doing  well,  and  this  can- 
not be  done  in  an  awkward  position  or  in  a  low  bed.  I  have  always  ad- 
vocated placing  the  patient  in  the  proper  position  on  the  table.  True, 
there  is  a  good  deal  to  contend  with  both  from  the  physician  and  pa- 
tient's standpoint,  but  this  should  not  weigh  against  the  betterment 
on  this  class  of  our  work.   In  our  city-bred  women,  normal  labors  are 
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the  exception  rather  than  the  rule,  and  the  injury  or  trauma  arising 
is  the  cause  of  subsequent,  if  not  immediate,  disturbances. 

Much  of  this  can  be  corrected  by  the  application  of  prompt  and 
strictly  surgical  principles  in  each  individual  case  as  the  necessity 
arises. 

Dr.  Gustav  Kolischer  (by  invitation) :  The  doctor  stated  that  all 
the  chiefs  of  large  maternity  hospitals  and  clinics  publish  statistics, 
which  are  of  no  use  to  the  general  practitioner  as  these  statistics  are 
based  on  a  quite  different  material  from  that  in  private  practice.  That 
is  quite  incorrect.  These  statistics  not  only  refer  to  those  women 
who  are  delivered  in  the  maternity  hospital,  but  also  to  those  who  are 
delivered  on  the  outside  by  assistants  and  internes  who  are  delegated 
from  the  clinics,  and  in  all  these  statistics  the  different  morbid  condi- 
tions are  referred  to.  Furthermore,  the  doctor  states,  that  the  condi- 
tion of  women  who  are  kept  in  maternity  hospitals  are  much  more 
favorable;  these  women,  he  claims,  are  by  no  means  as  often  afflicted 
with  gonorrhoea  as  patients  in  private  practice,  and  he  says  we  would 
find  quite  a  flora  of  pathogenic  germs  in  the  vagina  of  the  women  in 
private  practice  if  we  would  search  for  them.  Su:h  statements,  I 
think,  should  be  backed  by  a  large  personal  experience  and  by  ex- 
tensive and  painstaking  researches.  I  think  it  is  quite  wrong  to  say 
"that  we  would  find"  such  and  such  germs  in  so  and  so  many  cases. 
A  scientific  man  says  "I  have  found"  and  I  am  drawing  my  conclu- 
sions from  these  findings.  We  have  not  only  healthy  women  to  deal 
with  in  large  maternity  hospitals;  on  the  contrary,  a  great  many  of 
these  women  are  afflicted  with  gonorrhoea  and  other  troubles.  I  doubt 
that  the  doctor's  statement  that  every  second  parturient  woman  in  pri- 
vate practice  is  gonorrhoeic  is  true. 

Concerning  the  after-treatment  in  puerperium,  the  doctor  advo- 
cates in  cases  which  might  have  been  infected  or  which  are  liable  to 
be  infected  later  on,  because  gonorrhoea  exists,  daily  flushing  of  the 
uterus.  I  am  pretty  sure  he  is  the  only  obstetrician  advising  such  a 
procedure.  Flushing  of  the  uterus  in  the  puerperium  is  a  very  peculiar 
procedure,  which  is  always  followed  by  a  severe  chill  and  sometimes 
by  collapse.  I  think  it  quite  unnecessary  to  mention -before  a  society 
of  specialists  that  we  ought  to  be  careful  in  the  matter  of  disinfecting 
our  hands  and  instruments. 

The  doctor's  demand  that  obstetrical  work  should  be  reserved  for 
specialists  is  a  utopic  one;  the  profession  will  never  be  able  to  furnish 
a  sufficient  number  of  specialists  to  attend  to  all  obstetrical  cases. 
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What  we  need  are  more  public  lying-in  hospitals,  where  the  general 
practitioner  can  get  a  thorough  training  in  obstetrics. 

It  seems  to  me  that  statements  should  not  be  made  before  this  Soci- 
ety which  are  not  based  on  good  and  sufficient  experience  and  researches, 
especially  when  they  are  in  contrast  with  the  experience  of  men  who 
are  not  only  well  trained  for  specialistic  work  but  who  have  also  at 
their  command  a  staff  of  internes,  fully  conversant  with  pathologic 
and  bacteriologic  examinations. 

Dr.  Chas.  E.  Paddock  (by  invitation)  :  Judging  from  the  title  of 
this  paper  I  thought  Dr.  Weber  would  take  up  the  use  of  forceps,  or 
show  us  some  method  by  means  of  which  we  could  prevent  lacerations. 
In  order  to  prevent  inevitable  tears,  especially  in  primiparse,  I  am  in 
the  habit  of  performing  episiotomy,  that  is,  nipping  the  vulva.  This 
incision  can  be  easily  mended,  whereas  a  tear  down  through  the 
rectum  requires  the  services  of  the  skilled  gynaecologists  to  properly 
repair  it.  The  ordinary  practitioner  cannot  repair  a  perinatal  tear  as 
well  as  an  incision  of  the  labia.  I  have  never  known  these  wounds  to 
heal  otherwise  than  by  first  intention. 

I  wish  to  commend  a  great  part  of  the  paper,  but  I  am  very  sorry 
that  the  doctor  has  taken  issue  with  all  obstetricians  on  one  point,  and 
that  is  in  regard  to  the  uterine  douching.  He  is  the  only  man  I  have 
ever  heard  advocating  that  procedure.  In  regard  to  vaginal  douches, 
they  should  be  prohibited  only  in  such  cases  where  we  know  we  have 
an  infection.  The  simple  douching  of  the  perinaeum  and  vulvar  orifice 
is  advisable  in  all  cases. 

Do  not  douche  the  uterus  or  vagina  following  labor,  or  if  it  must 
be  done,  do  it  yourself  and  do  not  leave  it  to  the  nurse. 

I  agree  with  the  doctor  as  to  the  delivery  of  the  patient.  It  is  an 
easy  matter  to  carry  the  woman  onto  a  table,  especially  where  sn  oper- 
ative case  is  at  hand. 

Dr.  C.  S.  Bacon  :  I  gather  from  Dr.  Weber's  paper  that  he  intends 
to  say  that  a  more  surgical  practice  of  obstetrics  means  better  anti- 
sepsis and  asepsis  ;  means  the  careful  cleaning  out  of  the  uterus ;  means 
the  careful  repair  of  tears.  We  may  all  admit  that  better  antisepsis 
is  desirable,  but  to  call  the  practice  of  antisepsis  a  surgical  proceeding 
is  a  misuse  of  terms.  I  do  not  believe  that  the  obstetrician  will  allow 
that  surgery  has  a  monopoly  of  antisepsis,  especially  as  the  beginning 
of  antisepsis  was  with  the  obstetrician.  We  all  admit  that  laceration 
should  be  repaired  carefully,  thoroughly  and  surgically,  and  the  method 
detailed  is  a  part  of  surgical  obstetrics.  Obstetricians  must,  however, 
call  on  all  other  branches  of  medicine  for  assistance. 
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It  hardly  seems  possible  that  the  recommendation  for  conducting 
ordinary  cases  of  labor  with  the  patient  on  a  table  was  made  seriously. 
The  cleaning  out  of  the  uterus  in  all  .cases  would  be  a  very  dangerous 
and  harmful  procedure.  That  this  should  be  done  in  those  cases  where 
there  is  a  septic  condition,  is  particularly  objectionable.  Where  there 
is  a  suspicion  of  gonorrhceal  or  other  infection,  there  is  exactly  a  case 
where  we  would  avoid  interference.  When  Dr.  Weber's  method  of 
procedure  is  based  upon  the  proposition  that  infectious  germs  are  often 
found  in  the  genital  tract,  without  proof  for  such  a  statement,  he  is 
hardly  in  accordance  with  accepted  scientific  methods. 

Dr.  Reuben  Peterson  :  It  was  my  intention  to  criticise  the  doc- 
tor's paper  rather  severely  on  some  points,  but  Dr.  Kolischer  has  an- 
ticipated me.  I  wish,  however,  to  endorse  what  he  has  said  regard- 
ing counselling  the  general  practitioner  to  observe  more  cleanliness 
in  his  obstetrical  work.  I  agree  with  the  doctor  that  in  late  years 
puerperal  sepsis  has  not  declined  to  any  great  extent.  The  mortality 
from  puerperal  fever  has  been  lowered,  but  puerperal  sepsis  is  still 
very  prevalent.  This  sepsis  is  in  many  cases  due  to  a  lack  of  cleanli- 
ness on  the  part  of  the  accoucheur.  Many  general  practitioners,  when 
delivering  a  woman,  believe  their  hands  to  be  surgically  clean.  From 
observation,  however,  we  know  that  this  is  not  true.  The  hands  are 
washed  for  a  minute  or  two  in  a  very  superficial  way.  In  the  majority 
of  cases  they  do  not  carry,  in  their  obstetrical  bag,  a  nail-brush,  but 
depend  entirely  upon  the  septic  article  employed  for  all  sorts  of  pur- 
poses in  the  household. 

It  is  highly  essential  that  the  profession  be  urged  to  observe  stricter 
surgical  cleanliness  in  the  conduct  of  their  obstetrical  work,  and  this 
I  believe  was  the  doctor's  main  object  in  presenting  this  paper. 

Dr.  Frank  T.  Andrews  :  Whenever  we  wish  to  get  an  object 
through  an  opening,  we  dilate  that  opening,  and  I  would  like  to  ask 
Dr.  Weber  why  obstetricians  do  not  adopt  some  means  of  slow  dilata- 
tion prior  to  the  period  when  the  child's  head  comes  so  swiftly  and 
tries  to  force  its  way  through  the  narrow  opening. 

Dr.  Henry  P.  Newman  :  I  did  not  hear  all  of  the  doctor's  paper, 
but  learn  from  the  discussion  that  some  points  have  been  brought  out 
which  I  cannot  endorse.  I  do  not  believe  in  interfering  with  normal 
labor,  nor  in  any  case  unnecessarily  with  the  uterus  or  vagina ;  but 
where  indication  exists,  the  interference  should  be  done  with  the  same 
precautions,  and  with  the  same  antiseptic  details  that  pertain  to  sur- 
gery in  general. 
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The  Repair  of  Old  Lacerations  of  the  Pelvic  Floor. 
By  M.  L.  Harris,  M.D., 

Professor  of  Surgery,  Chicago  Polyclinic,  Chicago. 

So  much  has  been  written  on  the  subject  of  the  perinaeum  and  pel- 
vic floor  of  the  female,  that  it  would  seem  almost  impossible  to  pre- 
sent anything  new  in  this  connection.  My  anatomic  studies  and  in- 
vestigations, together  with  my  clinical  experience,  have  convinced  me 
that  much  that  has  been  written  has  been  based  on  imperfect  knowledge 
of  the  anatomy  and  mechanics  of  the  parts.  Nor  is  this  surprising 
when  it  is  seen  how  lamentably  defective  the  text-books  on  anatomy 
are  in  the  description  of  this  region. 

The  pelvic  outlet  of  the  male  is  often  well  described,  while  that 
of  the  female,  even  in  some  of  our  most  recent  anatomies,  is  almost 
entirely  neglected.  As  the  female  perinaeum  requires  the  attention  of 
the  surgeon  many  times  as  often  as  that  of  the  male,  this  must  be  con- 
sidered a  serious  omission. 

The  old  idea  of  the  central  perinaeal  body  forming  the  main  sup- 
port of  the  pelvic  contents  has  long  since  been  abandoned  by  most  writ- 
ers, and  proper  attention  and  study  have  been  directed  to  the  muscular 
layer  with  its  fasciae,  which  forms  the  true  support  at  the  inferior  strait. 

It  still  appears  difficult,  however,  for  some  to  properly  appreciate 
this  supporting  layer,  and  the  value  of  active  muscular  action  in  its 
maintenance.  The  layer  as  a  whole  may  be  recognized,  but  the  fasciae 
are  looked  on  as  playing  the  chief  role  in  the  support.  For  instance, 
in  one  of  our  most  recent  and  excellent  text-books  on  gynaecology,  we 
find  this  statement:*  "It  is  equally  untrue  that  the  muscles,  espe- 
cially the  levator  ani,  furnish  a  continuous  support,  i.  e.,  it  is  unphysio- 
logical  for  muscles  to  be  in  a  constant  state  of  action.  Such  tendency 
would  soon  destroy  their  power.  The  recto-vesical  fascia  is  in  itself 
sufficient  when  intact  to  afford  the  required  support."  There  is  much 
contained  in  this  statement,  and  as  I  disagree  with  it  almost  in  toto  the 
various  points  will  be  considered  in  order. 

Take  the  point  that  "the  recto-vesical  fascia  is  in  itself  sufficient, 
when  intact,  to  afford  the  required  support."  This,  in  my  opinion,  is 
an  error.  Fasciae  in  themselves  never  furnish  the  kind  of  support  here 
meant.  There  is  not  an  instance  in  the  human  body  where  a  fascia, 
aponeurosis,  ligament  or  similar  structure,  unaided  by  muscular  action, 
sustains  for  any  great  length  of  time  any  weight  or  tension.  It  is  an 
invariable  rule  when  weight  or  tension  is  permanently  thrown  on  fasciae 

*  Dudley,  1898,  p.  438. 
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or  ligaments,  through  the  loss  of  muscular  power,  that  these  structures 
yield  and  lengthen.  If  the  muscles  of  one  side  of  the  back  become 
weakened  or  paralyzed,  scoliosis  quickly  results,  notwithstanding  the 
powerful  ligaments  binding  the  vertebrae  together.  When  paralyses 
of  certain  muscles  of  the  leg  occur,  the  ligaments  of  the  arch  of  the  foot 
and  the  plantar  fascia  invariably  yield  and  the  arch  of  the  foot  is  lost. 
So  it  is  in  every  instance  throughout  the  body,  and  so  it  would  in- 
evitably be  were  the  fasciae  mentioned  left  alone  to  furnish  the  support 
at  the  pelvic  diaphragm. 

The  second  point  with  which  I  disagree  is  that  "it  is  unphysiological 
for  muscles  to  be  in  a  constant  state  of  action"  as  "such  tension  would 
destroy  their  power."  The  direct  opposite  of  this  is  true.  Every  nor- 
mal muscle  is  in  a  constant  state  of  activity.  This  does  not  mean  that 
every  muscle  is  constantly  exerting  its  full  contractile  power,  but  that 
every  muscle  is  constantly  exerting  a  certain  amount  of  contractile 
power  which  varies  somewhat  in  different  muscles.  Cut  any  normal 
muscle  and  its  ends  instantly  retract.  This  is  called  muscular  tone, 
but  call  it  what  you  will  it  can  only  be  interpreted  as  the  constant  ex- 
ertion of  a  certain  amount  of  energy  due  to  the  continuous  activity, 
in  a  manner,  of  the  contractile  elements  composing  the  muscle.  As 
already  stated,  the  degree  of  activity  varies  in  different  muscles.  No 
one  will  deny  that  the  sphincter  ani  practically  acts  continuously,  and 
that  it  exerts  a  greater  degree  of  tension  than  does  the  sphincter  oris. 
The  length  of  time  which  increased  or  so-called  voluntary  muscular 
action  may  be  sustained  varies  greatly  in  different  muscles,  according 
to  habit.  For  instance  one  may  sit  for  hours,  reading,  totally  uncon- 
scious of  the  constant  action  of  the  muscles  of  the  body  holding  him 
erect,  of  the  muscles  of  the  arm  holding  the  book,  and  of  the  eye  pro- 
ducing accommodation.  Yet  some  other  and  less  powerful  muscular 
action,  to  which  he  was  unaccustomed,  would  produce  fatigue  in  a 
very  few  moments. 

The  third  point  in  the  above  statement  namely:  "It  is  equally  un- 
true that  the  muscles,  especially  the  levator  ani,  furnish  a  continuous 
support,"  it  is  evident  I  likewise  dissent  from,  and  in  answering  the 
first  two,  have,  at  the  same  time,  answered  it.  My  position  then  is, 
that  the  so-called  pelvic  diaphragm  or  floor  depends  for  its  support 
absolutely  on  the  practically  continuous  activity  of  the  intact  muscles 
which  enter  into  its  formation,  and  that  the  fasciae  are  merely  adjuncts 
to  the  muscles  and  in  themselves  entirely  inadequate  to  furnish  the  sup- 
port required. 

The  muscles  entering  into  the  formation  of  the  pelvic  floor,  as  has 
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already  been  remarked,  are  very  imperfectly  described  in  most  text- 
books of  anatomy.  They  may  be  divided  into  two  layers,  an  inner  and 
an  outer.  We  will  concern  ourselves  for  a  few  moments  with  the  inner 
only.  This  is  the  layer  which  enters  into  the  formation  of  the  dia- 
phragma  pelvis  proprium  and  is  composed  of  four  paired  muscles.  It 
is  not  always  easy  in  the  human  subject  to  draw  sharp  lines  of  de- 
marcation between  some  of  these  muscles  at  all  points,  and  some  knowl- 
edge of  comparative  anatomy  is  necessary  to  a  clear  understanding  of 
them. 

Comparative  anatomy  teaches  us  that  these  muscles  are  the  repre- 
sentatives of  well-developed  clearly-defined  muscles  which,  in  the  lower 
animals,  are  concerned  in  the  movements  of  the  caudal  appendage,  and 
which,  owing  to  the  loss  of  the  caudal  appendage,  and  the  assumption 
of  the  erect  posture  through  evolution,  have  somewhat  readjusted  their 
character  and  attachments  to  conform  to  their  new  function  of  closing 
the  pelvic  outlet  and  supporting  the  pelvic  contents.  These  four  mus- 
cles are  called  the  ischiococcygeus,  iliococcygeus,  pubococcygeus,  and 
puborectalis.    (Fig.  1.) 

Briefly,  the  ischiococcygeus  arises  from  the  spine  of  the  ischium 
and  is  inserted  into  the  lateral  border  of  the  lower  part  of  the  sacrum 
and  the  upper  part  of  the  coccyx.  The  iliococcygeus  arises  from  the 
iliac  portion  of  the  obturator  fascia,  and  is  inserted  into  the  lateral 
border  of  the  lower  part  of  the  coccyx  and  a  median  raphe.  These 
two  muscles  will  interest  us  but  little,  and  will  not  be  further  con- 
sidered. 

The  pubococcygeus  arises  from  the  lower  border  of  the  symphysis 
ossis  pubis,  from  the  posterior  surface  of  the  body  of  the  os  pubis,  and 
from  the  obturator  fascia  as  far  back  as  the  iliopectinaeal  eminence. 
From  this  somewhat  extensive  origin  the  fibers  pass  mesodorsad,  pass- 
ing by  the  urethra,  vagina  and  rectum,  lying  cephalad  of  the  lower  por- 
tion of  the  iliococcygeus,  and  are  inserted  with  those  of  its  fellow  from 
the  opposite  side  by  means  of  a  tendinous  expansion  into  the  ventral 
surface  of  the  coccyx  and  lower  part  of  the  sacrum,  the  more  ven- 
tral fibers  interlacing  directly  with  those  of  its  fellow  as  a  girdle  pos- 
terior to  the  rectum. 

The  puborectalis  lies  beneath  or  caudad  of  the  ventral  portion  of 
the  pubococcygeus,  from  which  it  is  separated  ventrally  by  an  inter- 
muscular fascia.  It  arises  from  the  outer  lower  portion  of  the  symphy- 
sis ossis  pubis  or  the  beginning  of  the  descending  ramus  and  the  cepha- 
lic surface  of  the  urogenital  fascia.  Its  fibers  usually  form  a  well- 
defined  muscular  loop  which  passes  dorsad,  encircling  the  rectum  at 
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the  perinaeal  flexure,  when  it  becomes  continuous  with  its  fellow.  In 
passing  by  the  rectum  some  of  its  fibers  enter  the  wall  of  the  rectum, 
gradually  become  tendinous  and  pass  caudad  as  far  as  the  cutaneous 
surface.  A  few  fibers  also  pass  anterior  to  the  bowel,  between  it  and 
the  vagina,  some  of  them  eventually  becoming  continuous  with  the 
transverse  perinasi  muscle  of  the  opposite  side. 

The  pubococcygeus  and  the  puborectalis  together  form  what  is  usu- 
ally termed  the  levator  ani  muscle,  and  are  the  most  important  muscles 
of  the  pelvic  floor.  They  produce  the  characteristic  perinseal  flexure 
of  the  rectum  and  vagina,  and  form  the  chief  support  of  the  pelvic 
viscera.  They  must  undergo  the  greatest  elongation  during  dilatation 
of  the  pelvic  outlet  for  the  passage  of  a  child,  and,  therefore,  are  most 
liable  to  suffer  rupture  or  laceration,  as  will  be  shown  later.  The 
more  ventrally  placed  fibers  pass  almost  directly  ventrodorsad,  while 
on  frontal  section  the  muscular  plane  slopes  from  the  periphery  toward 
the  center  and  cephalocaudad.  In  the  space  between  the  opposite  mus- 
cles ventrally  pass  the  vagina  and  urethra,  and  it  is  extremely  important 
to  clearly  understand  the  relations  of  these  muscles  to  the  lateral  walls 
of  the  vagina.  The  normal  virgin  vagina  is  not  a  simple  straight 
tube.  In  passing  from  without  inward  the  general  direction  of  the 
vagina,  for  a  distance  of  1.5  to  2  cm.  within  the  hymen,  is  dorso- 
cephalad.  At  this  point  a  distinct  change  in  direction  takes  place  and 
the  vagina  passes  almost  directly  dorsad.  The  point  of  angulation 
lies  opposite,  and  corresponds  to,  the  perinatal  flexure  of  the  rectum, 
and  is  produced  by  the  pubococcygeus  and  the  puborectalis  muscles 
encircling  these  organs  at  this  point  and  drawing  them  forward,  or  in 
a  ventral  direction.  (Fig.  2.)  With  the  finger  introduced  into  the 
vagina  one  is  able  to  easily  recognize  the  point  of  angulation,  and  to 
distinctly  feel  the  edge  of  the  puborectalis  muscle  through  the  lateral 
wall  of  the  vagina  as  it  passes  in  its  course  toward  the  symphysis. 

An  incision  through  the  lateral  wall  of  the  vagina  1  to  2  cm.  to 
the  inner  side  of  the  hymen  or  its  remains  will  expose  the  median  edge 
of  this  muscle.  It  may  easily  be  dissected  up  almost  from  its  origin 
from  the  symphysis  ossis  pubis  to  the  rectum,  and  in  passing  by  the 
vagina  its  fibers  do  not  enter  or  form  an  attachment  directly  into  the 
vaginal  wall.  The  muscle  varies  from  3  to  6  mm.  in  thickness,  and 
extends,  in  connection  with  the  pubococcygeus,  laterally  to  the  wall  of 
the  pelvis,  the  plane  in  the  transverse  direction  being  oblique  to  the 
wall  of  the  vagina. 

That  portion  of  the  vagina  lying  internal  to  the  point  of  angula- 
tion or  perinasal  flexure,  and  which  composes  by  far  the  major  por- 
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tion  of  the  canal,  lies  in  its  ventrodorsal  plane  almost  parallel  with  the 
muscular  plane  and  rests  on  it,  the  rectum  alone  intervening. 

Contraction  of  the  muscles  of  this  layer  tends  to  increase  the  peri- 
natal flexure  of  the  rectum  and  vagina  by  drawing  the  parts  in  a  ventro- 
cephalic  direction  and  the  opening  through  the  muscular  floor  is  there- 
by maintained  ventrad  of  the  line  of  gravity.  The  weight  of  the  pel- 
vic organs  is  thus  brought  to  bear  on  the  muscular  layer  of  the  pelvic 
floor.  That  mass  of  tissue  ordinarily  called  the  perinatal  body  lying 
between  the  rectum  and  vagina,  and  extending  from  the  muscular  floor 
of  the  pelvis  to  the  cutaneous  surface,  has  little  or  nothing  to  do  with 
sustaining  the  pelvic  organs. 

We  will  now  proceed  to  a  consideration  of  those  lesions  of  the 
pelvic  outlet  resulting  from  extreme  dilatation.  It  is  sufficient  to  say 
that  they  are  produced  by  the  passage  of  the  child  during  labor,  without 
attempting  to  explain  the  mechanism.  We  may  divide  these  lesions 
or  lacerations  into  three  classes:  1.  Those  involving  the  muscles  of 
the  pelvic  floor.  (Fig.  4.)  2.  Those  involving  the  tissues  between 
the  lower  end  of  the  rectum  and  vaginal  opening,  external  to  the  mus- 
cular layer.    (Fig.  3.)    3.  A  combination  of  these  two.  (Fig.  5.) 

Lacerations  of  the  first  class  may  be  compound,  by  involving  the 
mucosa  and  wall  of  the  vagina,  or  they  may  be  entirely  submucous. 
Each  of  the  varieties  may  vary  greatly  in  degree.  This  is  a  practical 
division  of  all  lacerations,  and  such  elaborate  classifications  as  are 
found  in  some  text-books — as,  for  instance,  in  Byford's  twenty-three 
distinct  varieties  of  laceration  are  described — are  confusing  and  with- 
out importance.  Lacerations  of  the  second  class  are  usually  of  little 
importance,  except  from  a  cosmetic  or  perhaps  hygienic  point  of  view, 
and  they  will  not  be  further  separately  considered  here.  Our  remarks 
will  be  limited  to  old  lacerations  of  the  muscular  plane. 

Schatz*  was  one  of  the  first  to  call  attention  to  lacerations  of  these 
muscles  and  the  ill  effects  which  followed  the  loss  of  muscular  support. 
Since  then  many  others  have  written  about  lacerations  of  these  mus- 
cles with  their  fasciae,  but  most  of  their  statements  have  been  founded 
on  opinion  unsupported  by  anatomic  demonstration,  hence  are  not 
always  strictly  in  accord  with  the  facts.  As  the  caudal  end  of  the 
spine  in  the  human  subject  is  much  less  movable  than  in  the  lower 
animals,  we  find  the  muscles  which  were  active  in  moving  this  append- 
age in  animals  gradually  becoming  more  fibrous  or  fascial  in  char- 
acter in  man  as  we  approach  the  spine.  As  the  extent  of  motion  of 
the  pelvic  outlet  or  degree  of  laceration  produced  by  the  passage  of  the 
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child  at  birth  increases  markedly  as  we  proceed  ventrally,  we  would 
expect  to  find  lacerations  more  common  and  of  greater  degree  in  this 
portion  of  the  pelvic  floor  ;  and  such  is  true. 

The  puborectalis  and  ventral  portion  of  the  pubococcygeus  are  the 
muscles  which  must  undergo  the  greatest  elongation.  In  all  cases 
of  relaxation  of  the  pelvic  floor  in  which  I  have  resected  these  muscles 
I  have  found  lacerations  of  greater  or  less  degree.  Lacerations  may 
take  place  in  any  portion  of  the  length  of  the  muscles,  but  are  more 
common  in  that  portion  of  the  muscle  which  passes  across  the  lateral 
wall  of  the  vagina.  It  may  be  that  the  parietal  bosses  or  the  blades  of  the 
forceps  are  instrumental  in  determining,  to  some  extent,  the  location 
of  the  laceration.  The  location  of  the  laceration  in  the  muscle  does  not 
necessarily  correspond  to  the  location  of  the  tear  in  the  vaginal  wall, 
and  the  muscle  may  be  extensively  torn  without  the  vaginal  wall  giv- 
ing way  at  all.  In  fact,  many,  if  not  a  large  majority,  of  the  muscle 
lacerations,  are  entirely  subvaginal. 

The  lacerations  may  be  multiple  or  single.  Numerous  slight  lace- 
rations may  take  place,  as  shown  in  the  specimens  under  the  micro- 
scope. (Fig.  12.)  Here  the  separation  from  any  individual  tear  is 
slight,  but  taken  altogether  produces  considerable  lengthening  of  the 
muscle.  We  may  have  a  single,  complete,  transverse  tear  of  the  mus- 
cle, with  wide  separation  of  the  ends,  as  shown  in  Figures  10  and  1 1. 

This  is  a  complete  laceration  of  the  left  puborectalis  with  the  ends 
separated  at  least  I  cm.  The  laceration  may  take  place  opposite  the 
dorsolateral  junction  of  the  vagina  and  then  corresponds  to  what  some 
writers  term  detachment  of  the  levator  ani  from  the  rectum.  It  is 
not  a  detachment  of  the  muscle  from  the  rectum,  but  a  laceration  of  the 
puborectalis,  just  as  it  is  about  to  curve  posterior  to  the  bowel.  Lace- 
rations may  be  lateral  or  bilateral.  The  effect  of  lacerations  of  these 
muscles  is  to  produce  a  lengthening  of  the  muscles  with  a  loss  of  their 
mean  effective  contractile  power.  As  a  result,  the  ventrocentral  portion 
of  the  pelvic  floor  moves  in  a  caudodorsal  direction.  The  vagina  loses  its 
perinaeal  flexure  or  angularity  above  mentioned.  The  major  portion  of 
the  vaginal  canal,  instead  of  lying  in  a  nearly  transverse  plane,  slopes 
ventrocaudad.  The  posterior  vaginal  wall  recedes  from  the  pubic 
arch,  and  the  ostium  vagina  is  enlarged  and  lax.  The  finger  no  longer 
feels  the  firm  edge  of  the  puborectalis  as  it  crosses  the  lateral  vaginal 
wall.  The  perinseal  furrow  has  lost  much  of  its  depth,  and  the  anus, 
instead  of  being  cut  by  a  transverse  line  extending  between  the  tuber 
ischii,  lies  posterior  to  this  line.    It  is  not  the  object  of  this  paper  to 
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discuss  the  remote  effects  on  the  pelvic  viscera  of  this  change  of  posi- 
tion and  loss  of  tone  in  the  pelvic  floor. 

These  lacerations  of  the  muscles  ma)'  be  associated  with  laceration 
of  the  true  or  cutaneous  perinseum,  or  this  part  may  be  intact.  The 
correction  of  the  condition  resulting  from  these  lacerations  of  the  mus- 
cles must  be  sought  in  shortening  the  muscles  torn ;  in  a  removal  of 
the  cicatricial  tissue  intervening  between  the  separated  torn  ends,  with 
a  restoration  of  the  continuity  of  the  muscles. 

The  Emmet  operation  and  all  denudation  methods  of  the  vaginal 
orifice,  which  are  the  operations  in  almost  universal  use  to-day,  fail 
to  restore,  in  any  degree,  the  real  pelvic  floor.  They  are  suitable  in 
lacerations  of  the  so-called  perinaeal  body,  but  not  when  the  muscles 
are  torn.  The  method  which  I  wish  to  present  involves  a  resection 
of  a  portion  of  the  puborectalis  muscle  so  as  to  shorten  up  the  pelvic 
floor.  It  is  performed  as  follows :  When  laceration  of  the  perinasum 
is  present,  the  denudation  of  this  part  is  made  in  the  usual  manner. 
(Fig.  7.)  If  this  body  be  intact  the  denudation  is  omitted.  An  in- 
cision is  then  carried  up  each  lateral  wall  of  the  vagina  from  3  to  5 
cm.,  a  little  posterior  to  the  center.  (Fig.  6.)  The  vaginal  wall  is 
raised  in  a  flap  each  way  from  the  incision.  The  edge  of  the  muscle 
can  now  usually  be'  felt,  and  an  incision  parallel  therewith  is  made 
through  the  perivaginal  connective  tissue,  exposing  the  muscle,  which 
may  easily  be  dissected  out  with  the  handle  of  a  scalpel,  blunt  dissector, 
or  the  finger,  ventrally,  as  far  as  the  symphysis  and  dorsally  until  it 
curves  around  posterior  to  the  rectum.  Should  the  muscle  have  been 
so  ruptured  and  its  ends  so  retracted  that  its  edge  cannot  be  distinctly 
felt,  the  incision  is  made  along  the  line  which  the  muscle  should  occupy, 
and  careful  dissection  made  for  separated  ends.  The  ends  of  the  mus- 
cle will  be  found  connected  by  cicatricial  tissue.  I  have  not  yet  failed 
to  find  the  remains  of  the  muscle  even  when  badly  torn,  and  the  ends 
widely  separated. 

The  muscle  may  vary  considerably  in  thickness,  and,  when  very  thin 
and  ribbon-like,  it  may  be  torn  by  a  careless  dissection.  When  multi- 
ple small  lacerations  are  present,  the  muscle  will  not  be  entirely  sepa- 
rated at  any  point,  but  will  be  lengthened,  loose  and  relaxed.  In  width 
or  distance  laterally,  the  muscle  may  be  dissected  from  3  to  5  cm.  When 
it  has  been  well  freed,  forceps  should  be  placed  on  either  side  of  the 
portion  to  be  resected,  so  that  the  ends  when  cut  shall  not  retract  out 
of  reach.  The  portion  resected  should  correspond  to  the  point  of  lace- 
ration if  found,  or  when  no  distinct  separation  is  found,  to  about  the 
center  of  the  muscle.     The  extent  of  the  piece  resected  will  depend 
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on  the  amount  of  separation  or  the  degree  of  lengthening  and  relaxa- 
tion. It  should  be  sufficient  so  that  when  the  ends  afe  drawn  together 
the  floor  of  the  pelvis  will  be  restored  to  its  normal  position  and  degree 
of  tension.  The  ends  of  the  muscle  are  then  sutured  together  with  an 
interrupted  or  continuous  catgut  stitch  which,  of  course,  remains 
buried.  (Fig-  8.)  The  opposite  side  is  treated  in  a  similar  manner, 
when  the  incisions  in  the  lateral  walls  of  the  vagina  are  closed  by  a 
catgut  suture.  (Fig-  9-)  This  latter  suturing  should  be  thoroughly 
done  so  that  no  openings  will  remain  through  which  fluids  or  infection 
may  reach  the  deeper  parts.  When  the  perinseum  has  been  torn,  this 
is  closed  in  the  usual  way.  I  generally  close  the  deep  portion  with  a 
buried  catgut  suture,  and  then  use  silkworm  gut  for  the  cutaneous  sur- 
face. The  haemorrhage,  in  dissecting  and  dividing  the  muscle,  is  some- 
times free  but  never  great.  It  is  very  essential  that  all  haemorrhage 
be  completely  controlled  before  closing  the  wounds,  so  that  a  hema- 
toma may  not  develop  in  the  deep  parts  and  compromise  the  results 
of  the  operation.  The  subsequent  care  is  that  usual  after  a  peri- 
naeorrhaphy. 

This  operation  restores  the  pelvic  floor  to  its  normal  position.  The 
vaginal  opening  is  carried  ventrad,  the  angularity  or  perinaeal  flexure 
of  the  vagina  returns,  the  posterior  wall  of  the  vagina  loses  its  sagging 
and  becomes  more  nearly  horizontal  again,  and  a  good  support  is  re- 
established. The  clinical  results  have  been  very  good.  The  muscles 
retain  their  active  contractile  power,  and  their  elevating  and  sphincteric 
action  at  the  vaginal  opening  is  again  restored  and  well  maintained. 

Official  Transactions. 

C.  S.  Bacon, 

Editor. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  January  9,  1900. 

The  President,  Clement  Cleveland,  M.D.,  in  the  Chair. 

Appendicectorny  Secondary  to  Castration. 

Dr.  A.  B.  Tucker:  The  specimen  I  show  this  evening  was  removed 
from  a  woman  who  had  twice  been  operated  upon,  having  had  both 
ovaries  removed  and  a  ventro-fixation  done  without  relief.  Her  symp- 
toms were  pain  in  the  right  side,  extending  down  the  right  leg  and 
over  the  site  of  the  scar  of  the  former  operations.  She  was  very 
constipated  and  suffered  a  great  deal  from  distension  with  gas.  Upon 
examination  I  found  the  abdomen  greatly  distended  and  tympanitic. 
There  were  extensive  omental  adhesions  around  the  site  of  the  old 
scar.  The  appendix  was  enlarged  at  its  base,  but  the  apex  could 
not  be  mapped  out,  as  pressing  the  organ  outward  gave  her  great 
pain.  I  made  a  diagnosis  of  chronic  appendicitis  with  an  adherent  apex 
to  the  omentum  at  the  site  of  the  operation  scar. 

I  dissected  the  scar  tissue  away  from  the  site  of  the  former  inci- 
sions. There  were  many  firm  adhesions  of  the  omentum,  and  the  ap- 
pendix was  attached  to  the  old  scar.  The  adhesions  were  broken  up 
and  the  appendix  removed.  You  will  notice  that  the  appendix  is 
enlarged  and  thickened  and  much  longer  than  normal.  When  removed 
it  measured  four  and  a  half  inches  in  length,  and  was  filled  with  entero- 
liths from  its  base  to  its  apex,  which  were  the  shape  of  rectal  sup- 
positories. 

During  the  past  six  months  I  have  found  among  the  cases  upon 
which  I  have  operated  three  (?)  types  of  this  disease,  viz.:  (1)  Those 
of  a  catarrhal  nature  in  which  the  organ  was  thickened  and  some- 
what enlarged,  and  in  one  case  there  was  an  ulcer  at  the  apex,  the 
organ  being  filled  with  blood.  In  this  case  the  patient  during  the  acute 
attack  had  had  one  or  two  haemorrhages  from  the  bowel.  (2)  The 
suppurative  variety;  and  (3)  those  of  the  nature  of  the  one  I  show 
to-night. 

I  report  this  case  to  draw  attention  to  the  importance  of  carefully 
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noting  the  condition  of  the  appendix  in  every  case  in  which  we  have 
to  open  the  abdomen.  I  would  also  like  to  hear  from  those  of  larger 
experience  than  myself  as  to  the  frequency  of  this  complication  in  dis- 
eases of  the  uterus  or  adnexa.    My  patient  made  a  perfect  recovery. 

Discussion. 

Dr.  Ralph  Waldo:  It  might  not  be  out  of  the  way  to  say  that  it 
has  been  my  lot  to  see  several  cases  of  appendicitis  which  had  been 
treated  for  disease  of  the  ovaries  or  tubes,  and  in  which  operation 
demonstrated  the  fact  that  the  trouble  lay  entirely  in  the  appendix, 
cure  resulting  after  its  removal. 

Dr.  G.  M.  Edebohls:  Both  Dr.  Tucker  and  Dr.  Waldo  have  em- 
phasized the  necessity  for  examining  the  appendix  when  operating 
in  cases  of  suspected  pelvic  disease.  This  is  a  very  important  point. 
It  is  equally  important,  however,  when  operating  for  chronic  and  in 
many  cases  also  when  operating  for  acute  appendicitis  in  the  female, 
to  examine  the  uterine  adnexa.  A  second  operation  may  thus  not  so 
infrequently  be  avoided. 

Case  of  Tubal  Gestation  with  Partial  Rupture:  Operation;  Recovery. 

Dr.  H.  C.  Coe  presented  a  specimen  with  the  following  history : 

The  patient,  twenty-eight  years  of  age,  of  a  highly  nervous  tem- 
perament, has  been  married  three  years;  no  history  of  any  pelvic  in- 
flammatory trouble.  I  saw  her  for  the  first  time  in  October,  1898, 
on  account  of  dysmenorrhoea  and  sterility.  At  that  time  she  com- 
plained of  occasional  pain  in  the  left  side.  Two  weeks  later  I  divulsed 
and  curetted  a  sharply  ante-flexed  uterus.  The  left  ovary  was  pro- 
lapsed, but  not  enlarged,  and  was  not  adherent. 

The  dysmenorrhoea  was  relieved,  and  I  saw  little  of  the  patient 
until  April,  1899,  when  she  consulted  me  on  account  of  severe  pains 
in  the  left  ovarian  region  and  an  irregular,  bloody  discharge.  She 
stated  that  she  had  skipped  per  last  period,  and  a  week  later  had  begun 
to  flow  profusely.  There  were  no  subjective  symptoms  of  pregnancy. 
On  examination  I  found  the  uterus  somewhat  enlarged,  while  behind 
the  left  broad  ligament  an  exceedingly  tender  mass  could  be  felt,  which 
seemed  to  be  larger  and  less  distinctly  defined  than  an  ovary. 

Thinking  of  the  possibility  of  ectopic  gestation,  I  kept  the  patient 
in  bed  for  a  few  days  under  careful  observation,  during  which  time 
the  symptoms  became  so  suspicious  that  I  insisted  on  an  examination 
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under  anaesthesia,  feeling  that  it  was  important  to  decide  whether  the 
condition  was  incomplete  abortion  with  a  prolapsed  tube  or  ovary,  or 
early  tubal  pregnancy — a  diagnosis  which,  in  my  experience,  is  often 
exceedingly  difficult. 

Dr.  G.  W.  Jarman  saw  the  patient  with  me,  and  the  removal  of  a 
quantity  of  decidual  membrane  with  the  curette  at  once  removed  all 
doubts.  The  ovary  was  somewhat  larger  than  at  the  time  of  the  for- 
mer operation,  but  was  quite  movable,  and  no  enlargement  of  the  tube 
could  be  detected.  The  convalescence  was  afebrile;  in  fact,  the  pa- 
tient had  never  had  any  rise  of  temperature  up  to  this  time,  nor  was 
her  pulse  affected. 

She  enjoyed  excellent  health  for  the  next  five  months,  her  periods 
being  regular  and  painless.  She  menstruated  last  in  October  26th, 
and  had  intercourse  only  once  or  twice  after  that  time,  when  her  hus- 
band left  the  city  for  a  month.  Two  weeks  later  she  had  a  severe 
attack  of  pain  in  the  left  ovarian  region  while  at  a  dinner  party.  When 
the  November  period  was  due  she  had  two  or  three  transient  attacks 
of  pain,  which  were  attributed  to  "taking  cold."  A  week  later  a 
grumous  discharge  began  and  continued  at  intervals  until  she  came 
to  my  office  on  December  6th. 

On  examination  I  could  find  no  evidence  of  pregnancy,  and  still 
felt  what  I  supposed  to  be  the  prolapsed  left  ovary;  in  fact,  the  con- 
dition was  apparently  identical  with  that  of  the  previous  year.  Abso- 
lute rest  in  bed  was  insisted  upon,  and  the  patient  was  comfortable 
for  four  days  (with  no  variation  of  the  pulse  or  rise  in  temperature 
above  normal), when  she  had  another  attack  of  colicky  pain  in  the  lower 
portion  of  the  abdomen  (localized  on  the  left  side),  which  strength- 
ened my  suspicions  that  this  time  she  might  really  have  an  ectopic 
pregnancy.  As  on  the  former  occasion,  there  were  no  subjective 
symptoms  or  breast  changes. 

On  examining  her  the  following  morning  I  was  struck  with  the 
fact  that  the  mass  to  the  left  of  the  uterus  had  increased  in  size,  while 
the  sensitiveness  was  much  less  marked.  The  patient  stated  that  she 
had  suddenly  experienced  a  sense  of  relief  and  was  quite  comfort- 
able.    Pulse  and  temperature  normal. 

Feeling  that  prompt  action  was  necessary,  I  asked  Dr.  E.  H. 
Grandin  to  see  her  with  me,  and  we  decided  to  move  her  to  a  private 
hospital  without  delay.  On  the  evening  of  the  same  day  (December 
nth),  with  the  assistance  of  Dr.  Jarman,  we  made  an  examination 
under  anaesthesia,  being  prepared  to  operate  if  it  should  seem  expedi- 
ent.   After  a  careful  examination,  we  unanimously  reversed  our  for- 
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mer  diagnosis,  feeling  reasonably  certain  that  the  tumor  on  the  left 
side  was  simply  a  prolapsed  cystic  ovary,  or  a  small  tubo-ovarian 
cyst,  since  it  was  not  larger  than  an  English  walnut,  was  quite  mov- 
able, and  corresponded  perfectly  to  the  body  felt  by  Dr.  Jarman  and 
myself  at  our  two  previous  examinations.  The  uterine  cavity  was 
not  enlarged,  and  was  empty.  The  relatives  were  informed  of  our 
opinion,  and  it  was  at  first  decided  not  to  operate.  Fortunately  I 
yielded  to  the  advice  of  my  colleagues  to  make  an  explorative  vaginal 
section,  with  the  consent  of  the  husband,  to  remove  the  left  ovary  if  it 
was  found  to  be  hopelessly  diseased. 

On  opening  the  cul-de-sac  a  gush  of  fluid  blood  established  the 
diagnosis.  Abdominal  section  was  performed  without  delay,  and 
several  ounces  of  blood  and  recent  clots  were  found  in  the  cavity. 
An  ectopic  sac  on  the  left  side  was  easily  removed,  as  there  were  no 
adhesions.  The  site  of  the  haemorrhage  was  a  small  opening  on  the 
upper  surface  of  the  sac,  the  latter  being  very  tense  and  quite  thin 
at  the  seat  of  rupture,  which  would  evidently  have  become  enlarged 
within  a  few  hours,  doubtless  with  a  fatal  result.  The  right  ovary 
and  tube  were  normal.  After  copious  irrigation  of  the  cavity  with 
saline  solution,  a  strip  of  gauze  was  carried  through  the  vaginal  open- 
ing, and  the  abdominal  wound  was  closed,  the  patient  having  been 
under  ether  less  than  an  hour. 

The  convalescence  was  entirely  normal,  and  the  patient  was  sent 
home  on  the  twentieth  day.  She  is  now  (four  weeks  after  the  opera- 
tion) up  every  day,  and  is  practically  well.  [Menstruation  occurred 
without  pain  five  weeks  after  she  left  the  hospital.] 

I  have  recorded  this  case,  not  because  it  presents  any  unusual 
feature,  but  as  a  warning.  It  will  certainly  always  serve  as  such  to 
me,  since  it  illustrates  forcibly  not  only  the  possibility  of  grave  error 
in  the  face  of  conditions  which  are  apparently  perfectly  plain,  but  the 
importance  of  viewing  with  suspicion  every  case  which  presents  symp- 
toms pointing  in  the  slightest  degree  to  ectopic  gestation.  For  my 
own  part,  I  have  decided  that  it  is  better  to  make  an  unnecessary  ex- 
plorative incision  (as  doubtless  we  have  all  done,  to  our  great  chagrin 
at  the  time)  than  to  err  on  the  side  of  timidity,  or,  perhaps,  to  state 
it  more  exactly,  over-caution,  and  to  wait  until  the  diagnosis  is  con- 
firmed by  the  occurrence  of  a  fatal  rupture,  an  experience  to  which  I 
look  back  with  feelings  of  the  most  poignant  regret. 

The  satisfaction  of  having  saved  other  women  from  certain  death 
by  prompt  interference  fails  to  remove  the  memory  of  what  might 
have  been. 
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Ectopic  Gestation  Sac  containing  Foetus;  Appendix. 

Dr.  C.  C.  Barrows  :  This  specimen  consists  of  an  ectopic  gestation- 
sac  and  foetus  and  appendix  which  were  recently  removed  from  a  patient 
living  at  New  Rochelle.  I  saw  her  in  consultation  in  November,  and  was 
told  that  one  month  previous  she  had  sent  for  her  medical  attendant, 
saying  that  she  was  having  a  miscarriage.  She  had  gone  one  week 
over  her  period  and  had  taken  Hooper's  pills.  He  considered  that  she 
was  suffering  from  an  abortion  and  treated  her  for  this  condition. 
She  did  well  for  a  while  and  then  developed  what  he  thought  was 
an  attack  of  peritonitis,  which  he  treated  with  opiates.  In  the  course 
of  a  week  she  was  up  and  about  the  house.  A  month  later  she  was 
seized  with  pain  and  tenderness  on  the  right  side,  and  a  diagnosis  of 
appendicitis  was  made.  I  was  sent  for,  and  found  her  with  a  tem- 
perature of  102°  F.  and  a  rapid  pulse.  She  had  previously  had  chills. 
From  the  history  I  confirmed  the  diagnosis  and  operated,  expecting  to 
find  a  collection  of  pus.  Instead,  I  found  this  ruptured  ectopic  gesta- 
tion-sac and  the  abdominal  cavity  filled  with  old  blood-clots,  partly  or- 
ganized. The  appendix  was  inflamed  and  buried  in  the  exudate,  which 
surrounded  the  gestation-sac.  Both  were  removed  and  the  patient 
made  an  excellent  recovery. 

Discussion. 

Dr.  Hermann  J.  Boldt:  In  connection  with  the  cases  reported  by 
Dr.  Coe  and  Dr.  Barrows,  I  would  like  to  say  that  it  is  always  wise  to 
bear  in  mind  the  possibility  of  the  existence  of  ectopic  gestation.  This 
cannot  be  too  strongly  emphasized.  I  have  met  with  cases  in  which  sim- 
ilar conditions  to  those  mentioned  existed.  Only  three  weeks  ago  I  saw 
in  consultation  a  woman,  forty  years  of  age,  who  was  supposed  to  be 
suffering  from  an  attack  of  peritonitis.  She  also  had  a  complete  pro- 
lapse of  the  uterus  and  vagina.  The  possibility  of  it  being  a  case 
of  ectopic  gestation  occurred  to  me  because  of  the  blanched  appearance 
of  the  patient,  and  feebleness  of  the  pulse ;  but,  there  being  nothing 
in  the  history  to  lead  one  to  suspect  this  condition,  and  the  house 
physician  informing  me  that  the  woman  always  had  been  so  anaemic, 
I  decided  to  watch  the  case,  and  for  this  purpose  had  the  patient 
transferred  to  a  hospital.  As  she  did  not  improve,  and  as  there  was 
a  mass  to  be  felt  in  the  cul-de-sac,  and  also  because  of  the  complete 
prolapse  of  the  uterus,  I  decided  to  remove  the  uterus  and  do  anterior 
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and  posterior  colporrhaphy.  Upon  opening  the  cul-de-sac  I  found 
a  large  quantity  of  blood,  and,  to  make  a  long  story  short,  the  diag- 
nosis of  ectopic  gestation  was  established.  To  my  mind  the  remarks 
made  this  evening  cannot  be  too  strongly  emphasized.  We  should 
never  hesitate  to  make  an  exploratory  vaginal  incision  in  cases  in  which 
there  is  the  slightest  suspicion  of  the  existence  of  ectopic  pregnancy. 

Dr.  Edebohls:  I  would  like  to  ask  Dr.  Coe  why  he  removed  the 
gestation  by  laparotomy  after  he  had  alreday  made  the  explor- 
atory vaginal  incision.  Could  it  not  have  been  removed  through  the 
latter? 

Dr.  Coe  :  I  removed  it  as  I  did  for  two  reasons :  First,  because  in 
these  cases  of  primary  rupture  bleeding  is  more  perfectly  controlled 
through  an  abdominal  incision.  Too  much  time  is  lost  in  attempting 
to  control  haemorrhage  from  below,  and  the  result  is  sometimes  dis- 
astrous. Kelly  reports  a  case  in  which  the  patient  nearly  bled  to 
death  while  he  was  trying  to  do  this.  I  was  once  obliged  to  remove 
the  uterus.  Secondly,  I  operated  through  the  abdomen  because  in 
this  way  one  has  the  advantage  of  being  able  to  thoroughly  wash  out 
the  abdominal  cavity  with  saline  solution,  and  also  to  leave  a  quantity 
of  solution  within  the  abdomen  in  bad  cases. 

Dr.  Wm.  M.  Polk:  Do  I  understand  Dr.  Coe  to  say  that  he  pre- 
fers to  approach  all  these  cases  through  the  abdomen? 

Dr.  Coe  :  Yes,  except  in  those  in  which  there-  is  a  haematocele.  In 
one  case  of  that  kind  I  operated  from  above,  and  was  obliged  to  take 
out  the  uterus  before  I  could  stop  the  bleeding.  In  other  cases  I 
have  operated  from  below,  but  I  have  not  been  able  to  completely  cure 
the  patient. 

Dr.  Polk:  That  is  just  the  point  I  wish  to  touch  upon.  Some  years 
ago  it  was  advocated  that  these  cases  be  approached  by  the  vagina. 
Since  then  I  have  had  a  sufficient  amount  of  experience  to  teach  me 
that  it  is  unwise  to  attack  an  ectopic  gestation  from  below,  for  we 
cannot  be  sure  of  being  able  to  control  bleeding.  It  seems  to  me  to  be 
a  waste  of  time  to  attempt  to  do  so,  not  only  in  cases  of  primary  rup- 
ture but  also  in  cases  of  haematocele.  In  some  few  of  the  latter  the 
vaginal  operation  may  be  successful,  but  in  the  majority  of  the  cases 
there  will  be  a  repetition  of  the  bleeding  from  time  to  time,  and  in  the 
end  the  abdomen  will  have  to  be  opened  in  order  that  the  septic  ab- 
dominal cavity  may  be  treated  or  the  uterus  removed.  The  rule 
should  be  that  these  cases  should  be  attacked  from  above. 

Dr.  J.  E.  Janvrin:  I  heartily  agree  with  the  opinion  expressed  by 
Dr.  Coe  and  Dr.  Polk.     Personally,  I  have  never  attempted  to  treat 
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these  cases  from  below.  I  always  approach  them  from  above,  and 
have  never  met  with  any  serious  difficulty. 

Extirpation  of  the  Kidney. 

Dr.  Polk  :  The  only  remarkable  feature  connected  with  this  speci- 
men is  the  fact  that  it  took  me  a  long  time  to  remove  it.  The  patient 
was  a  man  who  four  years  ago  had  an  abscess  of  the  left  kidney, 
which  I  opened  and  drained.  He  did  fairly  well  but  never  entirely  re- 
covered. In  fact,  his  condition  has  been  mildlv  septic  ever  since. 
Finally,  when  he  began  to  show  septic  involvement  of  the  joints,  I 
thought  it  was  time  to  remove  the  kidney.  I  would  have  done  so 
before  but  there  was  a  question  as  to  the  condition  of  the  other  kidney, 
and  the  question  of  anaesthesia  also  worried  me.  I  decided  to  face  this 
latter  danger  when  I  convinced  myself  that  a  patient  could  be  kept 
for  an  hour  or  more  under  the  influence  of  nitrous  oxide  and  oxygen 
without  bad  effects.  I  spent  two  hours  in  removing  that  kidney.  The 
attachment  to  the  muscles  behind  was  so  extensive  that  it  1  was  difficult 
to  separate  it,  but  when  this  was  done  I  was  less  embarrassed  than 
I  expected  to  be.  I  found,  however,  that  the  diaphragm  was  attached 
to  the  kidney  in  front,  and  I  was  fearful  of  making  an  opening  in  it  *, 
and,  again,  I  was  not  quite  sure  about  the  relations  of  the  kidney 
with  the  aorta.  I  was  therefore  obliged  to  proceed  with  great  cau- 
tion. When  I  reached  the  pedicle  I  was  glad  to  find  that  it  was  long, 
and  I  was  able  to  get  my  ligature  around  it  without  difficulty.  I  then 
removed  the  kidney.  As  you  see,  it  is  simply  filled  with  stones,  and 
is  practically  destroyed.  The  suprarenal  fat  was  very  much  thick- 
ened and  took  part  in  the  formation  of  the  capsule.  I  removed  a  great 
deal  of  it,  and  it  is  gratifying  to  know  that  I  was  able  to  take  away 
all  pathogenic  tissue.  Upon  examining  the  specimen  you  will  see 
that  in  several  places  the  stones  have  bored  their  way  through  the 
capsule  and  made  sinuses  in  the  fat. 

It  is  worth  while  to  speak  of  the  condition  of  the  patient  immedi- 
ately after  the  operation.  He  recovered  consciousness  very  quickly. 
I  was  making  preparations  to  infuse  salt  solution  not  beacuse  the  con- 
dition of  the  patient  absolutely  demanded  it,  but  because  I  bore  in 
mind  that  he  might  need  it  later  on,  and  he  lay  there  making  com- 
ments upon  what  was  being  done,  and  criticising  the  procedure.  He 
had  been  under  the  anaesthetic  for  two  hours,  during  which  time  he 
had  been  subjected  to  a  good  deal  of  manipulation  of  important  struc- 
tures, yet  his  pulse  was  good  and  he  suffered  but  little  from  shock. 
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Discussion. 

Dr.  Edebohls:  I  have  found  that  when  a  patient  is  under  the 
influence  of  nitrous  oxide  and  oxygen,  there  is  usually  a  good  deal 
of  rigidity  of  the  muscles,  especially  of  the  abdominal  muscles,  and 
that  for  this  reason  this  form  of  anaesthesia  is  applicable  to  only  the 
simplest  cases  of  abdominal  surgery.  I  would  like  to  ask  Dr.  Polk 
if  he  attributes  to  this  fact  any  of  the  difficulty  which  he  experienced 
in  removing  the  kidney.  In  other  words,  were  the  muscles  of  the 
back  rigid? 

Dr.  Polk  :  No.  The  difficulty  was  due  to  the  extensive  attach- 
ments of  the  kidney.    The  muscles  were  not  rigid. 

Dr.  Boldt:  I  have  had  a  very  favorable  experience  with  this  form 
of  anaesthetic  (nitrous  oxide  and  oxygen)  and  once  employed  it  in  a 
case  in  which  the  operation  lasted  three  hours,  both  breasts  being  re- 
moved for  cancer — we  all  know  what  that  means.  The  patient  was 
seventy-four  years  of  age,  and  I  did  not  consider  it  safe  to  use  either 
chloroform  or  ether.  I  have  also  performed  major  abdominal  operations 
while  the  patient  was  under  the  influence  of  this  anaesthetic.  It  does 
not  interfere  with  manipulation  in  cases  in  which  the  abdominal  wall 
has  been  distended  by  the  presence  of  a  large  tumor.  To  my  mind  it 
is  an  admirable  anaesthetic,  and  I  am  heartily  in  favor  of  it. 

Dr.  Waldo:  During  the  past  two  or  three  years  I  have  been  using 
nitrous  oxide,  especially  as  a  preliminary  to  the  administration  of  ether. 
I  recently  had  a  long  talk  with  Dr.  Hasbrouck,  the  dentist,  who  has 
had  the  largest  experience  of  any  man  in  the  city  with  nitrous  oxide  as 
an  anaesthetic,  and  he  told  me  that  in  several  instances  he  had  found 
that  absolute  muscular  relaxation  occurs  during  its  administration. 
Personally,  I  have  never  seen  this.  It  is  a  fact,  however,  that  when 
nitrous  oxide  is  employed  as  a  preliminary  to  ether  anaesthesia,  very 
much  less  ether  is  required,  and  the  patients  recover  consciousness 
sooner. 

Dr.  Clement  Cleveland:  I  have  had  a  very  happy  experience 
with  nitrous  oxide  and  oxygen  as  administered  by  Dr.  Bennett,  who 
is  an  expert  in  the  use  of  this  form  of  anaesthetic.  I  remember  that 
oxygen  was  used  at  the  Woman's  Hospital  by  Dr.  Sims  twenty-five 
years  ago.  I  can  recall  two  cases  in  which  he  removed  tumors  while 
the  patient  was  under  the  influence  of  this  anaesthetic.  He  lost  a 
good  many  cases,  it  is  true,  although  he  always  drained  through  the 
vagina,  but  so  far  as  the  anaesthetic  was  concerned,  he  was  perfectly 
satisfied. 
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Extirpation  of  the  Uterus,  Vagina  and  Rectum  for  Carcinoma. 


By  Wm.  M.  Polk,  M.D. 
(See  page  216.) 
Discussion. 

Dr.  Joseph  Brettauer:  In  1886,  when  everyone  was  wild  about 
Kraske's  operation  for  cancer  of  the  rectum,  some  gynaecologists  at- 
tempted to  remove  the  uterus  by  this  method.  I  was  fortunate  enough 
to  witness  the  first  operation  of  this  kind  performed  in  this  country — 
a  case  of  carcinoma  of  the  cervix,  in  which  the  uterus,  together  with 
part  of  the  posterior  vaginal  wall,  was  removed  by  Kraske's  operation. 
The  absolute  ease  with  which  the  operator  did  the  operation  was  not 
surprising,  since  he  had  trained  himself  by  operating  upon  several 
cadavers.  In  the  course  of  time  I  have  seen  a  number  of  operations 
done  by  this  method,  and  in  each  instance  the  amount  of  blood  lost 
was  great,  and  the  time  required  long.  The  immediate  results  were 
such  that  I  hesitated  to  employ  this  route  at  all.  It  has  always  been, 
in  my  mind,  an  open  question,  if  we  should  operate  at  all  in  cases  in 
which  the  disease  has  already  affected  the  neighboring  tissue  to  such 
extent  that  the  usual  abdominal  or  vaginal  operation  cannot  be  em- 
ployed. It  seems  to  me  that  under  such  conditions  it  is  reasonable 
to  believe  that  lymphatics  beyond  the  reach  of  the  knife  are  already 
involved,  and  radical  measures  cannot  be  taken. 

Detached  or  Parasitic  Tumors  of  the  Uterus  and  Ovary. 
By  Henry  C.  Coe,  M.D. 
(See  page  210.) 
Discussion. 

Dr.  Edebohls  :  The  title  of  Dr.  Coe's  paper  as  given  on  the  pro- 
gram interested  me,  and  I  want  first  of  all  to  congratulate  the  doctor 
on  finding  some  subject  which  can  arouse  interest.  This  is  not  an 
easy  task,  for  most  of  the  subjects  connected  with  gynaecology  have 
been  gone  over  so  many  times  that  they  excite  no  interest  whatever. 
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I  became  sufficiently  interested  in  the  subject  of  the  paper  to  look 
over  th  e  histories  of  my  own  cases,  and  was  rewarded  by  finding  four 
or  five  instances  of  migrated  ovarian  and  uterine  tumors.  But  before 
speaking  of  them,  permit  me  to  say  a  word  in  regard  to  nomenclature. 
I  would  criticise  the  term  "detached  tumor";  the  large  majority  of 
these  tumors  are  not  found  detached  or  free,  although  they  have  be- 
come separated  or  detached  from  their  original  site.  Nor  should  the 
term  "parasitic"  be  applied  to  these  tumors.  This  name  is  already 
pre-empted  for  the  true  parasitic  tumors  and  its  use  in  connection  with 
these  migrated  ovarian  or  uterine  tumors  would  lead  to  needless  con- 
fusion. A  designation  to  denote  that  they  have  definitely  left  their 
original  site  of  origin  or  home,  and  have  become  attached  or  sessile 
elsewhere  will  best  meet  the  indications  of  nomenclature,  and  I  would 
respectfully  suggest  that  these  tumors  be  known  either  as  "self-ampu- 
tated" to  denote  the  process  by  which  most  of  them  have  severed  their 
original  connections,  or  better  still  as  "migrated"  tumors  of  the  uterus 
and  its  adnexa. 

Ten  years  ago  I  presented  to  this  society  a  specimen  consisting 
of  a  fibroid,  an  inch  and  a  half  in  diameter,  which  was  found  attached 
by  a  pedicle  to  the  scar  of  a  lacerated  perinasum.  I  pointed  out  at  the 
time  that,  in  all  probability,  it  had  originally  been  a  fibroma  of  the 
uterus,  as  shown  by  the  previous  symptoms.  These  symptoms  had 
ceased  some  time  before  I  found  the  tumor — probably  when  its  con- 
nection with  the  uterus  became  severed  by  auto-amputation,  the 
tumor  having  first  become  implanted  in  the  perinaeal  tear,  and  its  fur- 
ther existence  being  thus  assured. 

In  the  second  case,  that  of  a  patient  who  had  had  an  attack  of 
peritonitis  six  months  previously,  I  removed  a  uterine  fibroma  weigh- 
ing seven  pounds,  which  had  several  sources  of  blood-supply.  The 
largest  supply  was  from  a  broad  attachment  to  the  border  of  the 
omentum;  other  broad  attachments  united  the  periphery  of  the  tumor 
to  the  mesentery,  the  abdominal  walls,  the  small  intestines,  and  the 
stomach.  All  of  these  new  pedicles  contained  enormous  vessels,  com- 
pared to  which  the  vessels  of  the  original  uterine  pedicle  were  insig- 
nificant in  size.  I  experienced  great  difficulty  in  controlling  haemor- 
rhage from  every  pedicle  except  the  uterine,  and  the  patient  nearly  died 
from  the  frightful  loss  of  blood,  although  eventually  she  made  a  good 
recovery.  This  case  showed  me  how  the  condition  of  auto-amputation 
comes  about.  The  tumor  was  originally  a  simple  sub-peritonaeal 
fibroid  of  the  uterus,  which  grew  until  its  nourishment  derived  from 
the  uterus  was  not  sufficient  to  supply  its  needs.     Incipient  necrotic 
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changes  at  various  points  of  the  periphery  led  to  attachments  to  ether 
tissues  and  organs,  and  its  growth  was  continued  and  much  more 
rapid  than  before. 

I  find  in  my  operative  work  records  of  one  case  of  migrated  par- 
ovarian cystoma  and  of  three  cases  of  migrated  ovarian  tumors.  I 
shall  spare  you  the  details  of  these  to-night,  inasmuch  as  I  am  en- 
gaged in  the  preparation  of  a  paper  embodying  the  clinical  features  and 
the  findings  at  operation  in  these  four  cases. 

Dr.  Bache  McE.  Emmet:  I  read  a  paper  on  the  subject  of  mi- 
gratory tumors  before  the  meeting  of  the  American  Gynaecological 
Society  in  1897,  and  I  reported  a  case  in  which  I  removed  eight  tumors 
from  the  abdominal  cavity  of  a  woman  upon  whom  I  operated  twice. 
I  am  not  sure  that  the  first  tumor  which  I  removed  was  originally  a 
uterine  tumor.  It  was  firmly  attached  to  the  fifth  lumbar  vertebra, 
and  in  removing  it  I  injured  the  left  ureter,  which  was  raised  up  on  it, 
and  I  was  obliged  to  do  an  anastomosis.  The  patient  recovered,  re- 
turned home,  and  eighteen  months  later  was  delivered  of  a  child. 
Another  growth  appeared  and  began  to  grow  rapidly  when  she  stopped 
nursing  her  child.  A  second  operation  was  performed,  and  I  re- 
moved seven  more  fibroids ;  weight  when  seen  by  the  pathologist,  seven 
pounds.  None  was  attached  to  the  uterus.  Several  were  attached 
to  the  omentum,  but  one  was  attached  over  the  site  of  the  ureteral 
anastomosis.  In  removing  the  latter  I  again  injured  the  ureter  and 
was  obliged  to  make  a  second  repair.  Since  then  I  have  learned  from 
her  medical  attendant  that  she  developed  still  another  growth,  "a  hard 
mass,  filling  the  pelvis  and  reaching  high  up  in  the  false  pelvis." 

Recently  the  patient  died  suddenly,  the  exact  cause  of  death  not 
being  known.  It  is  a  question  whether  these  growths  may  not  origi- 
nate in  the  cellular  tissue  of  the  abdominal  cavity.  The  one  I  first 
removed,  1894,  was  positively  behind  the  peritonaeum,  and  had  raised 
up  the  ureter  upon  it,  but  the  opinion  of  the  pathologist  referred  it  to 
the  uterus. 

Dr.  Coe  :  I  doubt  if  the  fibroid  tumors  in  Dr.  Emmet's  case  were 
originally  uterine.  It  is  known  that  these  tumors  may  develop  in  the 
cellular  tissue.  In  the  case  which  I  reported  there  is  no  doubt  about 
the  tumor  being  originally  one  of  the  uterus.  In  most  cases  these 
parasitic  tumors  receive  their  principal  blood-supply  through  the 
omentum. 

I  accept  Dr.  Edebohls'  criticism  in  regard  to  the  name  by  which 
these  growths  should  be  designated.  The  term  "auto-amputated  tu- 
mor" well  describes  the  condition. 
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Dr.  Egbert  H.  Grandin  :  These  are  photographs  of  a  specimen  of 
parasitic  fibro-cystic  tumor  which  I  removed  from  a  woman  with  the 
following  history:  Mrs.  B.,  aged  42;  primipara;  menstruation  regu- 
lar as  to  type  and  duration;  for  a  number  of  years  had  been  conscious 
of  a  gradual  enlargement  of  the  abdomen,  not  associated,  however, 
with  any  symptoms,  local  or  general.  In  October,  1899,  her  family 
physician,  my  associate,  Dr.  Hazen,  determined  the  presence  of  a  tu- 
mor, and  diagnosticated  an  ovarian  cystoma.  In  November  I  saw 
the  case  and  coincided  in  the  diagnosis,  expressing  the  opinion  that 
we  were  dealing  with  a  thick-walled  or  colloid  cyst,  owing  to  the  fact 
that  the  fluctuation  was  indistinct.  Operation  was  advised  and  per- 
formed on  December  10,  1899.  On  exposing  the  cyst  and  tapping 
it  about  ten  quarts  of  a  dark,  reddish  fluid  were  evacuated.  There  be- 
ing no  adhesions  to  speak  of,  the  mass  was  readily  delivered  through 
the  abdominal  incision,  and  with  it  four  finger-breadths  of  omentum, 
from  which  large  vessels  radiated  over  the  portion  of  the  tumor,  which 
was  solid.  These  vessels  are  beautifully  shown  in  the  photograph. 
The  cystic  portion  of  the  tumor  was  not  reached  by  these  vessels.  This 
portion  of  the  tumor  was  attached  to  the  fundus  of  the  uterus  by  a 
vascular  band  the  size  of  a  crow-quill.  The  uterus  and  appendages 
were  normal.  The  weight  of  the  tumor,  with  the  removed  fluid,  was 
estimated  at  twenty-five  pounds.    The  woman  convalesced  normally. 

The  interest  of  this  case  hinges  on  the  question  as  to  the  point 
of  origin  of  the  mass.  Was  it  a  pedunculated  uterine  fibroid  which 
had  secured  omental  attachment,  or  was  it  a  fibro-cyst  of  the  omentum 
becoming  attached  to  the  uterus?  As  shown  in  the  photograph,  the 
solid  portion  of  the  mass  was  amply  nourished  by  the  omental  vessels, 
whilst  the  portion  of  the  mass  which  had  degenerated  did  so  because 
of  lack  of  blood-supply  through  the  slender  uterine  pedicle.  This 
question  of  the  origin  of  the  mass  I  am  unable  to  settle  definitely.  As 
a  rule,  so  far  as  a  hurried  search  through  the  literature  enables  me 
to  state,  fibro-cysts  of  the  omentum  develop  behind  the  peritonaeum, 
whilst  this  mass  had  not.  I  leave  the  question  open  for  discussion. 
Official  Transactions. 

Robert  L.  Dickinson, 

Secretary. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  February  i,  1900. 

The  President,  J.  C.  DaCosta,  M.D.,  in  the  Chair. 

Remarks  on  Extra-uterine  Pregnancy. 

By  Charles  P.  Noule,  M.D. 

(See  page  205.) 

Discussion. 

Dr.  George  M.  Boyd:  Dr.  DaCosta  will  recall  that  about  a  year 
ago  I  operated  for  ectopic  gestation  in  which  the  primary  rupture 
had  taken  place  a  month  before  the  operation.  In  that  case  the  ab- 
domen was  filled  with  blood.  At  that  time  I  had  three  patients  in 
the  wards  of  the  hospital  with  nearly  the  same  experience  as  Dr.  Noble. 
Since  that  time  I  had  not  met  with  an  ectopic  case  until  about  a  week 
ago,  when  I  operated  the  fourth  time  under  exactly  the  same  condi- 
tions, an  old  ruptured  Fallopian  abortion. 

I  would  like  to  ask  Dr.  Noble's  opinion  as  to  the  elevation  of  tem- 
perature in  these  cases.  I  do  not  find  suppurative  changes  taking 
place  when  we  open  the  abdomen,  and  still  the  patient  gives  a  history 
of  an  elevated  temperature  existing  from  the  time  of  primary  rup- 
ture. This  I  have  explained  to  a  certain  extent  by  the  acute  anaemia 
which  is  associated  with  excessive  bleeding.  In  the  last  case  the 
patient  had  not  that  severe  pain  which  we  have  been  accustomed  to 
look  upon  as  the  most  important  symptom,  and  I  believe  it  is  not  a 
good  symptom  to  be  guided  by.  The  haemorrhage  which  took  place 
in  the  primary  rupture  was  not  excessive;  so  slight  was  it  that  with 
the  history  of  a  period  missed  the  symptoms  were  very  like  those  of 
an  interrupted  uterine  pregnancy,  the  symptoms  of  miscarriage.  I 
followed  the  course  that  Dr.  Noble  has  dictated.  In  making  the  toilet 
of  the  abdomen  I  left  some  of  the  larger  clots  partly  organized  still 
attached  to  the  bowel. 
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Dr.  Parke:  The  patient  referred  to  by  Dr.  Noble,  as  I  remem- 
ber the  circumstances,  was  admitted  to  the  hospital  twice  within  a  year 
for  the  same  condition.  There  was  nothing  very  peculiar  about  the 
case,  it  being  one  in  which  the  symptoms  pointed  so  distinctly  to  the 
condition  that  there  was  little  doubt  about  the  diagnosis.  She  had 
the  usual  history  of  missing  a  period  or  two  and  then  in  the  interval 
having  an  acute  pain,  followed  by  irregular  haemorrhage.  The  details 
of  the  second  occurrence  of  this  kind  are  quite  clear  in  my  mind.  She 
did  not  come  to  see  me  until  two  weeks  after  the  occurrence  of  acute 
pain,  and  the  condition  was  so  similar  to  the  previous  one  that  she  had 
practically  made  the  diagnosis  herself  and  hoped  she  would  get  better 
without  coming  to  see  me.  In  each  case  tubal  abortion  and  the  clots 
were  found;  no  active  bleeding  was  going  on  when  the  operation  was 
done.  She  was  not  in  a  bad  condition,  and  practically  got  along  with- 
out any  untoward  symptoms. 

Dr.  J.  G.  Clark  :  In  cases  of  ruptured  tubal  pregnancy,  it  has  been 
my  experience  that  haemorrhage  is,  as  a  rule,  more  profuse  in  cases 
of  tubal  abortion  than  when  the  Fallopian  tube  is  ruptured  through 
the  mid-dorsal  portion  of  the  tube.  This  clinical  fact  I  think  may  be 
explained  upon  anatomical  grounds,  for  the  vessels  of  the  fimbriated 
extremity  are  terminal,  whereas  those  of  the  dorsum  of  the  tube  form 
delicate,  rib-like  branches  which  terminate  in  a  capillary  anastomosis. 
Therefore,  when  tubal  abortion  occurs,  the  terminal  vessels  are  rup- 
tured and  on  account  of  their  hypertrophied  state,  due  to  pregnancy, 
profuse  haemorrhage  may  occur.  The  probable  explanation  for  the 
greater  haemorrhage  from  the  fimbriated  than  from  the  isthmial  por- 
tion of  the  tube  is  first  because  the  vessels  of  the  fimbriae  are  terminal, 
and  second,  because  the  natural  tendency  to  contraction  of  the  Fallo- 
pian tube  possibly  tends  to  control  the  haemorrhage  after  the  extrusion 
of  the  foetus. 

Dr.  Wil  mer  Krusen  :  I  operated  upon  a  case  of  extra-uterine  preg- 
nancy a  year  ago,  in  which  the  vermiform  appendix,  always  ubiquitous, 
was  between  four  and  five  inches  in  length,  thicker  than  one's  thumb, 
from  five-eighths  to  an  inch  in  diameter,  and  had  become  adherent 
to  the  ovary  on  the  right  side. 

I  have  at  present  a  patient  under  my  care  who  was  operated  upon 
two  years  ago  for  extra-uterine  pregnancy;  she  has  now  a  uterine 
pregnancy.  I  would  like  to  ask  the  experience  of  the  gentlemen  pres- 
ent in  regard  to  cases  of  uterine  pregnancy  subsequent  to  removal  of 
one  tube  for  extra-uterine  pregnancy. 

Dr.  Stewart:  I  would  like  to  ask  Dr.  Noble  whether  the  length 
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of  time  of  gestation  before  operation  corresponded  in  all  the  cases. 
In  a  case  which  I  reported  here  some  time  ago  the  gestation  was  of 
six  months'  duration  at  the  time  I  operated. 

Dr.  W.  F.  Haehnlen  :  My  experience  in  cases  of  extra-uterine 
pregnancy  has  not  been  as  large  as  that  of  Dr.  Noble  or  Dr.  Boyd. 
Most  of  the  cases  I  have  seen  have  been  those  of  tubal  abortion  in 
which  the  haematocele  was  removed.  I  agree  with  Dr.  Noble  that 
it  is  well  not  to  delay  too  long  when  the  abdominal  cavity  is  opened 
in  attempting  to  remove  all  the  small  clots.  I  have  also  adopted  irri- 
gation and  washing  out  of  the  peritonaeal  cavity  with  normal  saline 
solution.    My  cases  have  all  done  extremely  well. 

Dr.  Theo.  A.  Erck  :  My  experience  differs  from  that  of  the  gentle- 
man stating  that  in  rupture  of  the  dorsum  of  the  tube,  the  haemorrhage 
was  not  so  active,  as  in  rupture  of  the  fimbriated  extremity.  In  two 
of  my  cases,  in  which  rupture  took  place  in  the  dorsum,  the  abdomen 
was  completely  filled  with  blood.  The  haemorrhage  from  the  fimbri- 
ated extremity,  in  the  cases  I  have  had,  has  been  more  or  less  encysted, 
and  the  cases  did  not  present  the  same  degree  of  shock.  In  the  only 
fatal  case,  the  rupture  took  place  within  an  inch  of  the  uterine  end  of 
the  tube. 

Dr.  George  I.  McKelway  :  I  am  surprised  to  hear  Dr.  Noble  and 
Dr.  Haehnlen  speak  of  each  having  seen  two  cases  of  double  tubal 
pregnancy.  Some  years  ago  I  made  a  collection  of  all  cases  published 
up  to  that  time,  and  I  was  able  to  find  only  twenty-seven ;  I  have  heard 
of  four  more  to-night. 

I  am  further  surprised  in  Dr.  Noble's  presentation  of  the  treatment 
of  these  cases,  and  in  Dr.  Boyd's  remarks,  to  learn  that  they  deliberately 
leave  in  clots.  Dr.  Boyd  says  he  sometimes  leaves  in  partially  organ- 
ized clots.  I  would  hesitate  to  do  either.  I  might  not  spend  a  great 
deal  of  time  looking  for  the  clots,  but  on  seeing  them  partially  or  not 
partially  organized  I  would  be  sure  to  remove  them,  and  would  believe 
I  was  not  doing  the  patient  good  service  if  I  did  not  do  so. 

Dr.  Noble:  The  first  point  in  the  discussion  was  the  question  of 
fever  in  cases  of  ectopic  pregnancy.  Of  course  haematocele  or  en- 
cysted haematocele  presupposes  a  certain  amount  of  peritonitis.  If 
the  amount  of  irritation  is  considerable  it  is  quite  natural  that  there 
should  be  some  fever,  but  aside  from  that  particular  feature  of  the 
case  I  do  not  think  that  we  have  fever  in  ectopic  pregnancy  unless 
there  is  active  inflammatory  trouble  leading  to  suppuration.  I  have 
operated  upon  quite  a  number  of  extra-uterine  pregnancies  in  which 
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there  was  suppuration  and  there  we  had  the  usual  evidences  of  pelvic 
abscess ;  but  in  general  I  think  the  period  of  fever  is  a  brief  one. 

Dr.  Clark's  experience  with  haemorrhage  in  ectopic  pregnancy  seems 
to  be  the  reverse  of  my  own,  and  also  the  reverse  of  that  brought  out 
by  Dr.  Erck.  All  the  cases  of  large  haemorrhage  into  the  abdomen 
were  cases  of  rupture  through  the  dorsum,  and  the  nearer  the  rup- 
ture was  to  the  uterus  the  freer  was  the  haemorrhage.  I  have  been 
called  several  times  to  see  patients  and  found  them  dead.  The  post- 
mortem showed  that  this  was  the  variety  of  rupture.  On  the  other 
hand,  in  all  of  the  cases  practically  of  encysted  haematocele  the  haemor- 
rhage has  taken  place  through  the  end  of  the  tube,  being  a  tubal  abor- 
tion or  ruptured  near  the  fimbriated  end.  I  had  practically  come  to 
the  conclusion,  without  having  looked  up  the  authorities,  that  the  facts 
were  as  stated  in  the  paper  rather  than  as  mentioned  by  Dr.  Clark. 

Another  point  made  by  Dr.  Clark  was  concerning  rupture  into  the 
broad  ligament.  I  would  by  no  means  state  that  extra-uterine  preg- 
nancy never  ruptured  into  the  broad  ligament,  because  that  is  a  very 
broad  statement  to  make,  but  I  am  very  certain  that  it  rarely  does  so. 
I  never  have  seen  such  a  case,  and  it  has  been  the  experience  of  oper- 
ating surgeons  as  reported  before  our  local  societies  that  this  is  an 
extremely  rare  occurrence.  In  fact,  I  think  no  such  case  has  been 
reported  in  Philadelphia  since  I  have  been  an  attendant  upon  the 
societies. 

Dr.  Krusen  asked  if  I  had  ever  seen  normal  pregnancy  following 
in  the  same  woman  after  an  operation  for  ectopic  pregnancy.  I  have 
had  quite  a  number  of  such  cases  that  have  born  children.  One  case 
has  had  three  children. 

Dr.  Stewart  inquired  as  to  the  duration  of  pregnancy  in  these  par- 
ticular cases  reported  and  also  in  general.  I  have  never  seen  a  case 
of  advanced  extra-uterine  pregnancy,  the  most  advanced  being  about 
four  months.  I  have  never  seen  a  case  in  which  the  viability  of  the 
child  came  into  question. 

The  next  point  was  that  made  by  Dr.  McKelway  as  to  the  toilet 
of  the  peritonaeum.  Dr.  McKelway  took  a  somewhat  broader  infer- 
ence from  my  statement  than  I  had  intended.  I,  of  course,  would 
not  leave  large  clots  in  the  abdomen,  but  when  I  find  a  certain  amount 
of  organized  or  semi-organized  clots  firmly  attached  to  the  peritonaeum 
or  bowel  I  leave  it  in.  The  peritonaeum  takes  care  of  the  small  amount 
of  clot  which  is  left  in.  It  is  not  septic,  and  I  am  sure  it  is  better 
practice  to  leave  a  little  blood-clot  attached  rather  than  to  spend  much 
time  in  trying  to  get  it  off,  because  that  is  often  followed  by  consider- 
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able  oozing.  If  the  bowel  is  in  question  it  may  be  troublesome  to  con- 
trol the  bleeding  which  results.  As  all  such  cases  have  recovered,  the 
argument  is  in  favor  of  the  method. 

Dr.  J.  G.  Clark  :  By  way  of  explanation,  I  may  say  that  I  agree 
absolutely  with  Dr.  Erck  and  Dr.  Noble  with  reference  to  the  haemor- 
rhage, but  think  perhaps  that  I  did  not  make  myself  entirely  clear  as 
to  the  anatomical  distribution  of  the  blood-vessels  and  Fallopian  tube. 
At  the  point  of  formation  of  the  anastomosis  between  the  uterine  and 
ovarian  arteries  at  the  uterine  cornua,  the  area  of  vascularization  is  a 
very  rich  one,  therefore  rupture  of  the  tube  at  this  point  is  likely  to  be 
followed  by  the  most  profuse  haemorrhage  of  any  other  portion  of  the 
Fallopian  tube.  It  has  been  my  experience  that  the  mid-dorsal  por- 
tion of  the  tube  is  the  least  likely  to  give  rise  to  profuse  haemorrhage, 
and  that  as  we  approach  the  extremities  the  dangers  of  haemorrhage 
are  proportionately  increased.  I  look  upon  the  cornual  portion  of  the 
tube  as  being  infinitely  more  dangerous  than  the  fimbriated  extremi- 
ties; at  the  same  time  I  also  look  upon  the  fimbriated  extremity  as, 
being  more  likely  to  give  rise  to  profuse  haemorrhage  than  the  isthmial 
portion  of  the  tube.  As  to  rupture  into  the  broad  ligament,  I  also  ac- 
cept what  Dr.  Noble  has  said,  for  so  far  as  my  personal  experience  goes 
I  have  never  seen  the  tubal  contents  extruded  in  that  direction,  but 
always  towards  the  abdominal  cavity. 

When  shall  the  Uterus  be  douched  and  how  shall  It  be  done? 

By  Edward  P.  Davis,  M.D. 

(See  page  196.) 

Discussion. 

Dr.  Parke:  The  reader  of  the  paper  said  that  mercurial  solutions 
should  not  be  used.  In  that  connection  I  should  like  to  say  that  when 
a  resident  physician  at  Blockley  under  Dr.  Parvin,  there  were  in  the 
ward  some  septic  cases,  and  he  directed  me  to  use  intra-uterine  douches 
of  bichloride  solution  1/2ooo-  I"  two  instances  the  women  were  poi- 
soned and  had  for  some  days  distinct  mercurial  stools.  Since  that  time 
I  have  given  uterine  mercurial  solutions  very  many  times,  and  in  each 
instance  have  followed  that  with  boiled  water  and  have  never  had  that 
experience  since. 

Dr.  G.  M.  Boyd:  I  have  enjoyed  the  paper  very  much,  and  think 
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the  subject  is  one  of  considerable  importance.  I  agree  with  him  in 
the  detail  of  the  paper,  but  there  is  one  point  that  I  might  take  ex- 
ception to.  In  the  combination  curette  and  irrigating  curette  which 
he  has  shown  us,  there  is  the  temptation,  where  it  is  only  essential  to 
irrigate,  to  also  curette  the  uterus.  It  is  the  rule  of  the  Lying-in  Char- 
ity to  give  a  uterine  douche  only  for  haemorrhage  and  fever ;  no  post- 
partum douching  is  carried  out  as  a  routine  treatment.  I  agree  with 
the  doctor  fully  as  to  the  danger  in  curetting  in  cases  of  septic  infec- 
tion. There  is  great  danger  of  breaking  down  the  barrier  of  leucocytes 
which  has  been  thrown  up  to  limit  the  advance  of  the  infection. 

I  am  glad  to  see  the  trays  that  the  doctor  presents  to  us,  and  also 
the  instruments  he  has  shown. 

Dr.  Wilmer  Krusen  :  I  would  like  to  ask  whether  Dr.  Davis  fol- 
lows the  routine  plan  of  using  an  intra-uterine  douche  after  a  case  of 
normal  labor? 

Dr.  George  I.  McKelway  :  My  experience  with  intra-uterine  mer- 
curial douches  has  been  like  that  of  Dr.  Parke.  I  have  used  them  in 
many  cases  without  untoward  result,  but  have  always  insisted  on 
their  being  followed  by  douches  of  sterile  water.  I  do  not  believe 
that  any  intra-uterine  douche  of  any  chemical  material,  even  one  per 
cent,  lysol,  or  two  per  cent,  creolin,  should  be  used  without  being  fol- 
lowed by  douches  of  sterile  water. 

I  do  not  find  that  a  foul  lochia  is  always  an  indication  for  an  intra- 
uterine douche.  I  have  many  times  ordered  a  simple  vaginal  douche 
when  a  foul  lochia  was  first  perceived,  with  the  result  of  the  entire 
suppression  of  it. 

Dr.  C.  P.  Noble  :  My  obstetrical  experience  is  not  as  large  now  as 
it  was  formerly.  The  question  of  douches  has  reminded  me  of  the 
time  when  I  did  see  a  good  deal  of  this  work  and  did  see  mercurial 
douches  used  most  recklessly,  and  yet  in  all  the  cases  I  have  seen 
I  have  never  known  any  harm  to  result  from  it.  The  only  time  in  which 
there  was  evidence  present  of  mercurialization  it  took  the  form  of 
salivation,  and  yet  for  five  years  I  was  connected  with  a  maternity  hos- 
pital in  the  early  days  of  uterine  douching,  when  we  used  bichloride 
mercury  1  to  1000,  and  didn't  wash  out  the  uterus  subsequently  with 
sterile  water.  I  am  quite  satisfied  that  if  the  uterus  be  emptied  and  care 
be  taken  that  the  solution  run  out  of  the  vagina  we  would,  even  without 
following  with  another  douche,  seldom  have  any  trouble.  At  the  same 
time,  I  agree  that  a  mercurial  douche  should  be  followed  by  washing 
out  with  sterile  water.    It  has  been  my  practice  to  use  bichloride  mer- 
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cury  under  certain  circumstances,  and  have  used  the  sterile  water  first, 
then  the  bichloride,  and  then  again  the  sterile  water. 

Dr.  Davis'  paper  was  so  well  rounded  out  that  he  did  not  empha- 
size any  of  the  points.  One  point  made  by  Dr.  McKelway  with  ref- 
erence to  the  foul-smelling  discharge  in  its  relation  to  the  gravity  of 
the  case,  is  well  worth  emphasizing.  I  think  it  is  well  recognized  that 
the  cases  of  foul-smelling  discharge  are  most  apt  to  be  in  the  cases 
of  the  least  gravity.  In  that  class  of  cases  douches  produce  the  best 
results,  because  by  washing  away  the  discharge  the  focus  of  the  trouble 
is  removed  and  the  patient  becomes  promptly  well.  In  that  class  of 
cases  it  has  been  my  practice  not  to  rely  upon  the  curette  if  I  wish  to 
explore  the  uterus,  but  to  use  my  fingers.  I  have  had  much  less 
satisfactory  results  in  attempting  to  treat  these  patients  without  anaes- 
thesia. If  I  have  to  explore  the  uterus  I  much  prefer  the  pa- 
tient to  be  asleep,  and  thus  not  be  restricted  to  what  she  can  stand. 
To  explore  the  uterus  with  the  fingers  it  is  necessary  to  put  half  the 
hand  in  the  vagina  to  get  two  fingers  to  the  fundus.  When  portions 
of  placenta  are  retained  it  is  better  to  remove  them  with  the  fingers 
than  with  the  curette.  This  should  then  be  followed  with  douching. 
I  never  have  used  the  douche-curette,  and  therefore  have  no  opinion 
based  on  actual  experience.  It  is  so  simple  to  use  a  curette  and  a 
douche  that  personally  I  would  prefer  it.  In  all  cases  in  which  it  is 
necessary  to  curette  the  puerperal  uterus  it  seems  to  me  the  chief  point 
in  the  curette  is  to  get  one  that  is  broad  enough,  so  that  we  have  a 
broad  surface,  and  it  is  not  easy  to  perforate  the  uterus.  The  one  I 
use  is  similar  to  that  exhibited  by  Dr.  Davis,  except  that  it  is  larger. 

Dr.  Stewart  :  I  would  like  to  ask  if  anyone  uses  the  solution  of 
Labarraque  as  a  douche  in  postpartum  haemorrhage.  This  is  an  old 
remedy  and  is  probably  not  used  much  now,  but  I  have  always  had 
good  results  with  it. 

Dr.  Davis  :  My  paper  is  limited  strictly  to  abnormal  cases  of  labor 
in  which  haemorrhage  is  threatened  or  is  actually  present,  or  in  which 
septic  infection  is  already  feared  or  has  developed. 

The  choice  of  an  antiseptic  to  the  exclusion  of  mercurials  rests  upon 
a  large  mass  of  evidence.  When  bichloride  of  mercury  was  first  in- 
troduced into  obstetric  practice,  it  was  not  uncommon  to  employ 
douches  of  from  1  to  2/400n  not  only  in  the  vagina  but  in  the  uterus 
as  well.  I  have  seen  salivation  follow  four  vaginal  douches  1/5000  given 
carefully,  and  in  a  case  in  which  the  uterus  was  well  contracted.  Ob- 
stetric literature  at  this  period  is  full  of  reports  and  autopsies  upon 
cases  showing  indisputable  evidence  of  mercurial  poisoning.   In  weaker 
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solutions,  bichloride  is  inferior  to  other  substances,  and  is  also  not 
without  danger  in  the  uterine  cavity. 

The  paper  states  that  foul  lochia  and  evidence  of  infection  must 
be  present  to  justify  the  use  of  an  intra-uterine  douche  after  labor. 
We  recognize  as  the  cardinal  symptoms  of  infection  an  altered  pulse 
and  temperature,  foul  lochia  or  an  altered  lochia,  and  oftentimes  the 
evidences  of  a  necrotic  process  within  the  birth-canal.  When  foul- 
ness of  the  lochia  is  the  only  symptom  present,  thorough  cleansing  of 
the  external  parts  by  soap  and  water,  followed  by  a  mercurial  solu- 
tion, will  very  often  remove  the  condition. 

While  anaesthesia  is  often  desirable  in  a  thorough  examination  of 
a  septic  case,  in  some  patients  the  condition  is  so  grave  that  an  anaes- 
thetic cannot  be  used.  In  these  patients  the  womb  must  be  emptied 
and  cleansed  as  rapidly  and  gently  as  possible,  and  I  have  found  the 
large  douche-curette  especially  valuable  for  this  purpose. 

Surgical  instruments  are  invented  to  supplement  the  use  of  the 
hand,  and  not  to  take  the  place  of  skillful  manipulation.  If  the  finger 
can  be  employed  to  thoroughly  cleanse  a  septic  uterus,  it  is  certainly 
a  sensitive  and  intelligent  instrument,  but  in  my  experience  it  must 
often  be  supplemented  by  artificial  aid. 

Anencephalus. 

Dr.  Frank  C.  Hammond:  This  specimen  of  anencephalia  is  from 
the  practice  of  Dr.  L.  T.  Bremmerman  of  Downington.  It  is  presented 
this  evening,  thinking  that  it  may  serve  to  demonstrate  some  of  the 
points  brought  out  in  the  discussion  at  the  last  meeting  of  the  society. 

The  mother  is  in  perfect  health,  age  32,  and  has  been  twice  preg- 
nant. The  first  labor  was  sixteen  months  ago;  child  well  developed. 
Last  menstruation  May  25,  1899.  This  monstrosity  was  born  Jan.  15, 
1900.  The  doctor  was  summoned  at  6  P.  M.,  arriving  five  minutes 
later.  At  6:10  labor  was  completed.  As  you  can  see  it  is  small;  the 
shoulders  offered  no  obstruction;  hence  the  rapid  labor. 

The  other  specimen,  one  of  abortion,  is  a  gestation  of  about  six 
weeks,  the  sac  remaining  intact.    The  fcetus  can  be  seen  floating  within. 

Abscess  of  the  Ovary  at  the  Site  of  a  True  Corpus  Luteum. 

Dr.  Wilmer  Krusen  :  Specimen  was  removed  by  Dr.  Montgomery 
on  Jan.  29,  1900.  Patient  presented  history  of  criminal  abortion  about 
two  weeks  prior  to  admittance  to  the  hospital,  and  had  been  curetted 
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on  Jan.  26,  but  bad  symptoms  continued.  Temperature  on  admis- 
sion 1033^°,  and  a  pelvic  mass  was  evident  on  bimanual  examination. 
Dr.  Montgomery  operated  by  vaginal  section,  and  after  removing 
specimen  introduced  gauze  drainage  into  the  cul-de-sac.  The  speci- 
men has  been  incised  directly  through  the  corpus  luteum  and  shows  the 
abscess  cavity,  which  contained  about  one  dram  of  pus. 

Specimen  of  Hydrosalpinx  Simplex. 

Removed  on  Jan.  23,  1900.  Patient,  Mrs.  K.,  aged  32  years;  had 
suffered  for  several  months  from  dysmenorrhoea,  dyspareunia,  dys- 
chezia  and  constant  pain  on  walking.  Vaginal  examination  revealed 
the  prolapsed  right  appendage  adherent  in  Douglas'  cul-de-sac.  Tu- 
mor had  increased  markedly  in  size  during  the  past  six  weeks,  and  the 
symptoms  were  becoming  aggravated.  Cceliotomy  performed,  and  the 
specimen  exhibited  removed;  left  appendage  was  found  normal  ex- 
cept slightly  adherent,  and  was  permitted  to  remain.  Patient  is  hav- 
ing a  normal  convalescence. 

The  specimen  is  interesting  as  illustrative  of  an  unusual  degree 
of  distension — the  walls  being  quite  thin  and  transparent,  and  the  dis- 
tension quite  uniform  from  the  cornu  to  the  fimbriated  extremity — 
and  an  absence  of  the  sigmoid  curvature  so  often  found  in  cases 
of  follicular  hydrosalpinx.  Although  Peaslee  has  cited  an  extraordi- 
nary case  in  which  the  tube  contained  eighteen  pounds  of  fluid,  there 
is  a  strong  probability  that  many  cases  reported  as  enormous  instances 
of  hydrosalpinx  are  either  tubo-ovarian  or  parovarian  cysts. 

Discussion. 

Dr.  E.  P.  Davis  :  The  question  of  differential  diagnosis  in  connec- 
tion with  these  specimens  is  a  most  important  and  interesting  one. 
About  a  year  ago  I  removed  a  tumor  from  the  site  of  the  uterus.  At 
that  time  the  diagnosis  was  not  accurately  made.  The  tumor  was 
the  size  of  a  foetal  head  at  six  months.  It  had  been  diagnosticated 
as  an  ovarian  tumor,  and  also  as  a  possible  haematoma,  but  upon  dis- 
secting out  the  tube  it  was  found  to  be  probably  a  very  large  hydro- 
salpinx. These  tumors  can  assume  such  size  as  to  simulate  ovarian 
cystomata. 

Dr.  Krusen  :  I  wish  to  say  that  I  told  the  family  physician  that 
the  woman  had  a  small  ovarian  cyst.  I  came  to  this  conclusion  on  ac- 
count of  the  size  and  situation  of  the  mass. 

Official  Transactions.  Frank  W.  Talley, 

Secretary. 
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PEDIATRICS. 

United  States. 

Early  Intubation  in  Laryngeal  Diphtheria. 

William  E.  Lower  (Cleveland  Med.  Gaz.,  January,  1900)  believes 
from  his  experience  of  the  last  eighteen  months  that  the  mortality  of 
laryngeal  diphtheria  is  greatly  reduced  by  early  intubation,  the  indica- 
tion for  which  should  be  the  very  beginning  of  laryngeal  obstruction, 
long  before  the  cyanotic  stage  is  reached.  By  this  means  the  child  does 
not  become  exhausted  by  laborious  breathing  and  lack  of  oxygen,  has 
much  more  resistance  and  bears  the  operation  better;  the  time  for  wear- 
ing the  tube  is  lessened  usually  to  from  24  to  36  hours ;  by  thus  shorten- 
ing the  time  of  wearing  the  tube  the  amount  of  nourishment  required  is 
less;  and,  most  important  of  all,  there  is  less  opportunity  for  the  in- 
troduction of  mucus  and  septic  material  into  the  trachea,  which,  when 
the  child  has  been  allowed  to  become  exhausted,  meet  with  little  re- 
sistance and  scarcely  any  attempt  at  dislodgment,  and  result  in  a  septic 
or  broncho-pneumonia,  which  is  nearly  always  the  cause  of  death  in 
these  cases. 

Dexiocardia  complicating  Chorea:  Report  of  a  Case. 

May  Michael  (Woman's  Med.  Jour.,  January,  1900)  reports  the 
following  case  in  a  girl  of  fifteen  years :  The  mother  when  five  months 
pregnant  had  an  operation  for  what  was  probably  pyelonephrosis  and 
wore  a  tight  abdominal  binder  for  five  weeks.  The  patient  was  not  a 
blue  baby  nor  a  twin.  At  the  age  of  six  years  she  had  an  attack  of 
measles,  followed  by  almost  continuous  chorea;  she  had  frequently  com- 
plained of  pain  in  the  joints  and  had  had  one  attack  of  acute  articular 
rheumatism.  Examination  showed  the  heart's  apex  beat  in  the  fifth  right 
intercostal  space  in  the  nipple  line;  percussion  showed  the  heart  to  be 
of  about  normal  size,  and  in  the  same  position  on  the  right  side  which 
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it  would  normally  have  had  upon  the  left;  there  was  a  faint  systolic 
bruit  at  the  apex.  The  spleen  and  liver  were  apparently  normally 
placed.  The  child's  general  condition  was  poor  and  there  was  general 
glandular  enlargement,  also  red  and  swollen  tonsils;  there  were  ir- 
regular spasmodic  jerking  movements  of  the  hands,  feet  and  head.  The 
direction  of  the  axis  of  the  heart  showed  that  its  position  could  not  be 
due  to  pericardial  adhesions  nor  to  accumulations  of  fluid  in  the  left 
pleural  cavity  or  adhesions  drawing  the  heart  to  the  right,  conditions 
also  ruled  out  by  the  negative  history  and  repeated  examinations.  The 
case  is  noteworthy  chiefly  for  the  lack  of  transposition  of  the  abdominal 
viscera,  for  its  bearing  on  the  relationship  of  chorea,  rheumatism  and  en- 
docarditis, and  for  the  chronic  course  of  the  chorea. 

A  Report  of  Two  Cases  of  Metastatic  Choroiditis  occurring  in  Children 

following  Measles. 

Edward  Stieren  {Penn.  Med.  Jour.,  January,  1900)  says  that  ac- 
cording to  Axenfeld  the  causative  factors  in  the  production  of  pseu- 
doglioma  are  either  the  lodgment  of  septic  emboli  in  the  choroidal  cap- 
illaries, followed  by  a  general  purulent  septic  degeneration,  or  the 
action  of  toxins  in  the  blood  giving  rise  to  thrombi  in  the  choroidal  cap- 
illaries and  so  to  areas  of  necrosis  and  finally  purulent  degeneration. 
The  clinical  causes  are  many,  and  the  writer  cites  two  cases  following 
measles.  No  bacteriological  examination  was  made  for  the  reason  that 
in  neither  case  was  enucleation  necessary. 

The  first  case,  ten  years  old,  had  three  weeks  previously  suffered 
from  an  attack  of  measles,  before  which  time  the  eyes  had  been  normal. 
She  presented  some  photophobia,  lachrymation  and  pericorneal  and 
conjunctival  injection  of  the  right  eye;  the  anterior  chamber  was  almost 
obliterated ;  the  lens  was  clear,  and  behind  it  was  seen  a  yellowish-green 
mass,  which  gave  off  an  amaurotic  reflex.  Tn.  =  slightly  increased. 
On  instilling  atropine,  the  pupil  dilated  eccentrically ;  posterior  synechia; 
were  present  at  the  temporal  and  nasal  borders  of  the  iris,  giving  the 
pupil  an  oval  shape.  V  =  nil.  Three  months  later  the  eye  was  pale 
and  showed  no  irritation ;  Tn.  =  slightly  decreased. 

The  second  case  had  recovered  from  an  attack  of  measles  two  weeks 
previously;  she  showed  slight  photophobia  and  lachrymation  and  con- 
siderable catarrhal  conjuctivitis ;  the  cornea  was  clear,  the  periphery  of 
the  iris  retracted  and  the  pupillary  border  bulging;  the  pupil  was  oval 
and  inactive  to  light,  and  there  were  extensive  posterior  synechise.  V. 
=  nil.  There  was  a  greenish-yellow  reflex  from  the  interior  of  the  eye; 
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the  lens  was  clear  and  the  vitreous  chamber  filled  with  a  dirty  yellow 
mass.  Tn.  =  normal  or  slightly  reduced.  Two  months  and  a  half  later, 
Tn.  =  slightly  reduced ;  no  pain  or  irritation ;  globe  pale. 

Unless  early  perforation  takes  place  the  symptoms  usually  subside 
rapidly.  Enucleation  is  seldom  required ;  the  globe  gradually  undergoes 
phthisis  bulbi,  being  thus  a  better  prothesis  than  an  artificial  eye.  It 
should  be  remembered  that  there  are  two  conditions  to  which  pseudo- 
glioma  presents  some  resemblance,  i.e.,  gross  tubercle  of  the  choroid, 
and  rare  cases  in  which  the  fibro-vascular  sheath  of  the  crystalline  lens 
fails  to  be  absorbed  during  intra-uterine  life. 

Hydriatic  Measures  in  the  Management  of  Febrile  Disorders  of  In- 

facy  and  Childhood. 

Simon  Baruch  (Pediatrics,  January  1,  1900)  thinks  that  the 
classification  of  cold  water  as  an  antipyretic  is  misleading;  rather  he 
would  call  it  an  antifebrile  agent.  We  have  already,  in  our  expectant 
treatment  of  febrile  disorders,  learned  to  recognize  the  definite  course 
of  these  diseases ;  but  we  must  not  let  our  treatment  be  reduced  merely 
to  a  symptomatic  one.  Most  of  the  remedies  used  for  the  separate  symp- 
toms may  be  supplanted  by  the  judicious  use  of  hydriatic  measures, 
which  will  diminish  the  pulse-rate,  reduce  the  temperature,  induce  sleep, 
relive  pain  and  arouse  failing  vitality.  In  typhoid  fever,  for  instance, 
the  writer  would  immerse  the  child  in  a  tub  of  water  at  900  for  ten 
minutes,  practising  constant  gentle  friction  with  the  hand  or  a  soft 
cloth,  and  bathing  the  head  and  face  twice  with  water  at  6o°  ;  on  re- 
moval, the  child  should  be  wrapped  in  a  linen  sheet  and  covered  with  a 
thin  blanket.  The  bath  should  be  repeated  every  three  hours,  the  tem- 
perature being  reduced  from  three  to  five  degrees  each  time  till  75 0  or 
700  are  reached,  at  which  point  the  baths  should  continue  to  be  given. 
The  rationale  of  the  procedure  is  simple,  the  bath  being  followed  by  a 
primary  contraction  and  secondary  tonic  dilatation  of  the  cutaneous  ves- 
sels, the  heart  weakness  depending  upon  the  atonic  condition  of  the 
latter  from  the  action  of  toxic  elements  upon  the  vaso-motor  centers; 
and  with  the  effect  of  the  bath  upon  the  nervous  and  vascular  centers  we 
get  an  amelioration  of  all  the  symptoms. 

It  is  these  objects  that  we  must  recognize  as  sought,  and  not  the 
mere  reduction  of  the  fever;  a  realization  of  this  and  of  the  flexibility 
of  water  as  a  remedial  agent  will  make  its  field  of  action  almost  un- 
limited. Everything  depends  upon  suiting  the  method  of  application 
to  the  case.    The  aim  of  cold  applications  is  to  produce  shock,  experi- 
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ence  and  judgment  being  relied  on  to  tell  us  how  much;  gentle 
mechanical  irritation  with  a  soft  cloth  is  usually  a  necessary  additional 
measure.  In  the  febrile  disorders  of  children  the  writer  is  in  the  habit 
of  ordering  as  an  initiatory  measure  hourly  or  two-hourly  ablutions, 
beginning  with  water  at  900  and  reducing  one  degree  each  time  till  6o° 
are  reached;  a  wet  compress  at  yo°-6o°,  covered  only  with  thin  flannel, 
is  applied  hourly  to  the  anterior  part  of  the  body;  if  the  body  tem- 
perature exceeds  1030,  the  compress  is  wrung  out  only  enough  to  pre- 
vent its  wetting  the  clothing. 

In  the  pneumonic  fevers  of  children  the  writer  uses  a  gradually 
reduced  full  bath,  beginning  at  96  0  and  employing  continuous  friction ; 
ice  water  is  added,  so  as  not  to  touch  the  body,  during  from  five  to  eight 
minutes  till  the  bath  is  reduced  to  85 0  or  8o° ;  the  bath  is  then  fol- 
lowed by  drying  and  friction.  Note  the  difference  in  technique,  be- 
cause the  pneumonia  patient  has  been  shown  by  experience  to  be  less 
resistant  to  cold  water.  The  writer  has  found  the  chest  compress  at 
6o°,  applied  every  hour  or  two,  an  effective  auxiliary;  the  temporary 
increase  of  cough  is  of  benefit,  as  also  the  later  poultice  effect  when 
the  compress  gets  warm.  To  overcome  objections  it  is  sometimes  neces- 
sary to  begin  the  compresses  at  perhaps  ioo°,  the  effect  of  which  is 
not  relaxing,  as  that  is  still  below  the  body  temperature.  In  the  des- 
perate conditions  of  broncho-pneumonia  where  positive  stimulation  is 
needed,  the  writer  orders  a  stimulant,  then  administers  an  affusion  of 
a  basinful  of  water  at  60  0  poured  with  some  force  over  the  shoulders, 
while  the  child  is  held  semi-recumbent  in  a  tub  of  water  at  105 0 ;  drying 
and  friction  follow.  On  repeating  this  measure  every  hour  or  two  and 
increasing  the  number  of  basinfuls  up  to  four,  the  writer  has  observed 
the  most  gratifying  results  and  frequently  a  change  in  the  entire  aspect 
of  the  case. 

In  scarlet  fever,  except  in  threatening  conditions  of  hyperpyrexia 
and  heart  failure,  rapidly  administered  ablutions  are  better  borne  than 
the  full  bath. 

In  conclusion  the  writer  points  out  that  the  success  of  hydrothera- 
peutic  measures  depends  upon  a  careful  choice  of  method  and  exact- 
ness in  technique  and  hopes  that  precision  will  be  taught  in  this  as  much 
as  in  any  other  branch  of  therapeutics. 
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OBSTETRICS. 
United  States. 
Parturition  among  the  Eskimos. 

C.  C.  Gleaves  (Pacific  Med.  Jour.,  December,  1899),  while  spend- 
ing the  winter  in  Northwestern  Alaska  as  surgeon  on  the  United  States 
Steamer  "Bear,"  had  an  opportunity  to  witness  the  confinement  of 
an  Eskimo  woman.  This  was  very  unusual,  as  custom  demands  that 
no  one  be  allowed  to  be  present  on  such  occasions.  The  woman  may 
not  be  confined  in  an  "igloo,"  or  house,  but  must  go  away  alone  into 
the  woods  or  brush,  and  remain  there  five  days  after  the  birth  of  the 
child,  with  no  food  except  a  piece  of  dried  fish.  Then  she  returns  to 
her  home,  she  and  her  husband  take  a  bath  and  change  their  undergar- 
ments (if  they  possess  a  change),  and  she  is  considered  clean  until  her 
next  confinement. 

One  night  in  January,  1899,  with  the  mercury  ranging  from  300 
to  40 0  below  zero,  a  messenger  brought  word  that  a  woman,  whose 
family  the  writer  had  treated  for  illness  and  otherwise  befriended,  was 
about  to  be  confined.  She  was  out  in  the  brush  in  a  snow  pit,  oval  in 
shape,  about  two  feet  deep,  which  the  woman  had  prepared  for  herself 
by  scattering  a  thin  layer  of  dried  grass,  over  which  was  laid  a  reindeer 
skin.  The  woman  was  on  her  knees,  with  buttocks  resting  on  her  heels, 
the  labor  pains  rapid  and  severe.  Labor  progressed  naturally  through 
the  second  stage,  and  in  half  an  hour  the  pains  returned;  the  woman 
had  syncope,  probably  from  haemorrhage,  but  soon  rallied  and  ex- 
pelled the  placenta.  Then  taking  a  piece  of  sinew,  previously  pre- 
pared from  the  hock  of  a  caribou,  she  ligated  the  cord  as  close  to  the 
umbilicus  as  possible,  and  severed  the  cord  close  to  the  ligature  with 
a  piece  of  serrated  flint.  Then,  despite  the  lusty  kicking  and  squealing 
of  the  child,  it  was  vigorously  washed  in  the  snow,  and  placed  under- 
neath the  folds  of  the  mother's  skin  garment.  Then  in  a  bent-over 
position  and  leaning  on  a  staff  for  support,  slowly  and  laboriously  the 
woman  proceeded  to  another  snow  pit  about  fifty  feet  away,  leaving 
a  trail  of  blood  behind  her  on  the  snow.  It  is  considered  unclean  to 
remain  any  length  of  time  at  the  place  where  the  child  was  born. 

Notwithstanding  the  rigorous  conditions  surrounding  the  Eskimo 
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mother  in  childbirth,  the  rate  of  mortality  for  both  mother  and  babe 
compares  favorably  with  the  death-rate  in  more  civilized  communities. 

Simple  Hyperemia  and  Infection  of  the  Breasts  in  Childbed. 

C.  S.  Bacon  (Chicago  Med.  Recorder,  December,  1899)  says 
that  the  differential  diagnosis  between  these  two  conditions  is  made 
by  the  presence  or  absence  of  the  marked  signs  of  infection,  viz.,  chills 
and  temperature.  Simple  hyperemia  is  due  to  increase  in  the 
blood  and  lymph  supply,  to  increase  in  the  size  of  the  secret- 
ing cells,  and  to  accumulation  of  milk  in  the  ducts.  The  treat- 
ment consists  in  massage  and  support  of  the  breasts  by  a  proper  band- 
age. The  massage  should  begin  outside  and  above  the  gland,  empty- 
ing the  centrifugal  lymphatic  ducts  and  veins,  and  gradually  coming 
to  and  under  the  gland,  rubbing  away  from  it.  It  is  not  for  the  pur- 
pose of  emptying  out  the  milk  ducts,  but  to  remove  the  oversupply  of 
blood  and  lymph,  hence  massage,  as  commonly  taught,  from  the  out- 
side of  the  gland  to  the  nipple  is  wrong.  No  fever  should  attend  the 
establishment  of  the  milk  secretion,  a  temperature  on  the  third  to  the 
fifth  day  after  labor  is  due  to  genital  infection. 

Infection  of  the  breast  usually  results  from  abrasion  or  cracks  in 
the  nipple,  the  germs  coming  from  contaminated  clothing,  from  the 
fingers  of  the  mother  or  nurse,  or  from  the  infant.  Washing  the 
nipples  with  alcohol  after  nursing  and  covering  with  clean  gauze,  is  a 
good  preventive.  When  infection  has  occurred,  nursing  should  be 
stopped  for  a  few  days  and  the  breast  bandaged  securely.  Ice-bags 
may  be  used  with  a  X-bandage.  The  majority  of  cases  treated  in 
this  way  terminate  without  suppuration,  but  when  an  abscess  forms, 
and  the  diagnosis  is  established  by  puncture  with  a  good-sized  needle, 
it  should  be  opened  at  once  by  a  simple  incision,  cocaine  usually  being 
sufficient  for  this  purpose. 

Puerperal  Eclampsia  with  Report  of  Cases. 

Reginald  Stonestreet  (The  Med.  and  Surg.  Bulletin,  Decem- 
ber, 1899)  reports  eight  cases  of  puerperal  eclampsia,  all  of  whom  re- 
covered. Five  of  the  cases  were  post-partum,  two  occurred  during  la- 
bor, and  one  two  weeks  before  delivery.  In  all  the  cases  except  one, 
venesection  was  practised,  and  to  this  the  writer  attributes  the  uni- 
formly good  result.  The  case  where  venesection  was  omitted  had  only 
one  spasm  at  the  time  of  delivery  of  the  head,  and  only  needed  full  dose* 
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of  chloral  by  rectum.  The  other  case  occurring  during  delivery  was 
anaesthetizing  by  chloroform  and  delivered  by  accouchement  force.  As 
the  pulse  remained  rapid  with  high  tension  venesection  was  done  with 
immediate  relief  and  no  return  of  the  spasms.  The  eighth  case  was 
seen  before  the  eclamptic  seizure  had  begun,  and  chloral,  bromide,  hot 
baths,  and  comp.  cath.  pills  were  ordered  and  given.  Several  hours 
later  the  patient  had  two  convulsions  and  passed  into  deep  coma.  On 
the  writer's  arrival  another  convulsion  occurred  and  a  vein  in  the  right 
arm  was  opened,  but  the  blood  was  black  and  ropy,  refusing  to  flow. 
The  left  arm  was  corded  up,  and  a  cut  made  down  on  the  median  ba- 
silic, the  tourniquet  was  loosened,  a  ligature  thrown  around  the  vein, 
and  into  the  slit  (for  lack  of  anything  else)  a  silver  catheter  attached 
to  a  Davidson  syringe  was  inserted  and  tied,  and  two  quarts  of  normal 
salt  solution  injected.  The  other  arm  then  bled  freely.  No  other  treat- 
ment was  needed.  A  milk  diet  and  frequent  hot  baths  were  ordered 
and  a  healthy  child  was  delivered  two  weeks  later  with  no  return  of 
eclamptic  symptoms. 

Pyelonephritis  of  Pregnancy. 

Charles  B.  Reed  (Phila.  Med.  Jour.,  December  9,  1899)  says  that 
the  disease  is  relatively  rare,  and  to  Reblaud  belongs  the  honor  of 
separating  it  from  other  urinary  disturbances  and  describes  its  origin 
and  clinical  course.  This  he  did  in  a  paper  read  before  the  Congress  of 
Surgery  in  1892. 

The  time  of  its  onset  is  rarely  before  the  fourth  month,  usually 
from  the  fifth  to  the  eighth,  and  sometimes  only  a  few  days  before 
labor.  The  pathology  is  determined  by  two  main  factors:  (1)  The 
ureteral  compression  which  results  in  stagnation  of  urine  and  pre- 
pares the  way  for  (2)  infection.  This  is  favored  by  fatigue,  cold,  and 
especially  constipation.  Compression  of  the  ureters  is  common  in  preg- 
nancy, and  is  easily  explained  by  the  close  relations  between  the  ureters 
and  the  uterus  on  the  one  hand  and  the  pelvic  brim  on  the  other. 
Cruvelheir  says  that  in  his  large  experience  all  women  who  died  during 
pregnancy  or  soon  after  delivery  had  dilated  ureters.  And  not  only 
is  dilation  present,  but  the  tonicity  of  the  walls  is  diminished.  The 
compression  may  occur  as  the  result  of  ovarian  or  fibroid  tumors.  In 
pregnancy  the  right  kidney  is  most  frequently  affected,  and  Vinay  says 
that  this  is  due  to  the  fact  that  there  is  a  normal  inclination  of  the 
uterus  toward  the  right,  which  is  intensified  by  pregnancy.  The  lesion 
is  usually  primary  in  the  pelvis  of  the  kidney  and  ureter,  developing 


284 


Abstracts. 


through  the  intervention  of  the  circulation,  blood  and  lymph,  and  it  is 
rare  for  the  bladder  to  become  infected,  even  secondarily.  The  bacillus 
coli  is  found  to  be  the  infective  agent  in  the  majority  of  cases. 

The  onset  is  sometimes  insidious,  but  usually  is  sudden,  sometimes 
accompanied  by  chills;  the  pulse  is  rapid,  95  to  120  per  minute;  tem- 
perature rises  to  1010  or  1020;  headache,  vague  pains  in  the  limbs, 
coated  tongue,  disordered  digestion,  complete  anorexia,  occasionally 
vomiting,  and  diarrhoea  or  constipation.  Shooting  pains  radiate  from 
the  lumbar  region  down  the  groin.  The  urine  is  at  first  scanty,  dark 
and  slightly  albuminous,  with  acid  reaction.  When  allowed  to  stand, 
a  deposit  of  pus  occurs,  the  epithelium  of  the  pelvis  of  the  kidney,  as 
well  as  bacillus  coli,  are  usually  found. 

The  kidney  is  enlarged,  and  there  is  considerable  muscular  resist- 
ance in  the  kidney  region.  The  temperature  usually  goes  down  after 
purgation,  but  shows  great  oscillations.  The  pyuria  also  fluctuates. 
Cystitis  is  sometimes  secondary.  The  disease  lasts  from  eight  to  four- 
teen days  and  rarely  terminates  fatally  in  spite  of  the  gravity  and 
intensity  of  the  symptoms.  If  however  the  second  kidney  becomes 
infected,  death  usually  results.  Also  where  a  relapse  supervenes,  the 
woman's  weakened  condition  renders  the  condition  serious.  If  the  dis- 
ease is  of  short  duration  the  child  is  not  affected,  but  if  it  persists,  both 
mother  and  child  become  emaciated.   Abortion  is  of  rare  occurrence. 

Pyelonephritis  occurring  shortly  before  labor  is  usually  promptly  ter- 
minated by  the  birth  of  the  child. 

If  no  objective  signs  point  out  the  kidney  affected,  catheterization 
of  the  ureters  by  Kelly's  method  is  indicated,  or  the  Harris  instrument 
may  be  used  if  there  is  no  cystitis.  The  first  symptoms  are  usually 
referred  to  the  bladder,  but  the  absence  of  demonstrable  cystitis  will 
make  the  diagnosis  clear. 

Since  the  disease  is  usually  self-limited,  and  disappears  as  a  rule 
inside  of  two  weeks,  the  relief  of  pain  and  the  combating  of  infection 
should  be  the  object  of  treatment.  Some  form  of  morphine  is  essential 
for  the  first,  and  creosote  is  strongly  recommended  for  the  latter.  The 
bowels  must  be  kept  open  by  saline  laxatives,  and  the  patient  should 
drink  large  quantities  of  water.  Vesicants  should  not  be  used  near  the 
kidneys. 

In  most  cases  the  question  of  induction  of  labor  is  not  raised,  but 
where  great  exhaustion  and  emaciation  follow  repeated  attacks,  the 
uterus  should  be  emptied.  In  such  cases  the  labor  should  be  made  as 
speedy  as  possible,  forceps  or  version  being  employed  under  strict  anti- 
septic precautions. 
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The  writer  gives  the  history  of  a  case  coming  under  his  observa- 
tion in  which  first  one  and  then  both  kidneys  become  involved,  but 
though  reduced  to  a  mere  skeleton  she  was  delivered  of  a  living  child 
seventeen  weeks  after  the  first  attack,  and  in  the  thirty-third  week  of 
her  pregnancy.  Her  recovery  was  not  complete  until  a  year  later.  The 
child  died  of  malnutrition  at  the  age  of  one  month. 


GYNECOLOGY. 
United  States. 

Ovarian  (?)  Abscess  opening  through  Sinuses  and  Healed  without 

Operation. 

Louise  C.  Drouillard  (Woman's  Med.  Journal,  December,  1899)  . 
was  called  to  see  a  colored  woman  of  66  years,  who  had  been  in  bed 
for  eleven  years.  Her  history  was  as  follows :  Her  first  child  was 
born  when  she  was  eighteen  years  old,  after  a  labor  of  seventy-two 
hours.  The  next  year,  after  a  labor  of  five  days,  a  child  was  delivered 
by  forceps,  the  parturient  canal  being  badly  lacerated  and  bruised. 
A  long  siege  of  puerperal  septicaemia,  complicated  by  bed-sores  and 
a  vesico-vaginal  fistula,  followed.  It  was  a  year  before  recovery  took 
place.  Menstruation  was  regular,  but  painful,  and  she  had  a  pro- 
fuse leucorrhcea.  In  1870  she  had  pain  in  the  right  side  extending 
down  the  leg.  A  tumor,  probably  ovarian,  developed  gradually,  hav- 
ing attained  the  size  of  a  five-months'  pregnancy  in  1880.  About  this 
time  an  external  sinus  opened  in  the  right  side  of  the  gluteal  fold. 
Three  years  later  a  second  sinus  appeared  in  the  median  line,  half  way 
between  the  umbilicus  and  the  pubes.  After  six  months  a  third  sinus 
appeared  in  the  right  groin,  followed  three  years  later  by  a  fourth 
at  the  umbilicus.  Before  the  appearance  of  these  external  sinuses 
there  had  been  an  opening  into  the  bladder,  so  that  pus  was  discharged 
with  the  urine.  Pain  had  been  constant  and  severe,  and  opium,  in 
ever  increasing  doses,  had  been  used  for  its  relief.  When  seen  by 
the  writer  in  1892  the  tumor  on  the  right  side  was  the  size  of  a  man's 
head  and  discharging  about  a  pint  of  pus  a  day.  She  had  a  tem- 
perature of  1020,  a  cough,  night  sweats,  and  the  muscles  had  under- 
gone degeneration.  The  opium  was  discontinued,  and  the  cough 
prescribed  for.     A  catheter  was  introduced  into  the  umbilical  sinus, 
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and  the  water  from  a  fountain  syringe  attached  to  the  catheter  flowed 
freely  through  all  the  sinuses.  After  three  months'  washing  with 
peroxide  of  hydrogen  and  a  saturated  solution  of  salicylic  acid,  the 
tumor  was  reduced  to  the  size  of  an  orange,  and  the  distended  abdomen 
had  become  soft  and  retracted.  She  learned  to  walk  again  in  six 
months  by  means  of  rubbing  and  manipulation  of  the  muscles.  The 
sinuses  have  now  all  healed  and  the  patient  is  well  and  at  work.  Ex- 
amination showed  that  a  contracted  pelvis  had  been  the  cause  of  her 
protracted  labors. 

Urethroplasty  in  the  Female. 

L.  L.  Mc Arthur  {Chicago  Med.  Rec,  December,  1899)  reports 
the  case  of  an  unmarried  woman  of  middle  life,  who  thirteen  years 
previously  had  had  a  cystitis,  for  which  a  temporary  vaginal  drainage 
had  been  established  with  some  benefit;  nine  years  later  the  trouble 
returned,  and  a  surgical  kidney  was  diagnosed  and  removed;  for  the 
urethral  catheterization  the  urethra  was  split  back  to  the  internal 
meatus.  Some  nine  attempts  to  reconstruct  the  urethra  had  all  been 
failures.  On  examination  there  was  found  an  opening  at  the  site 
of  the  internal  meatus  large  enough  to  admit  the  tip  of  the  little  fin- 
ger; the  bladder  in  the  reclining  position  held  a  few  drachms  of  nor- 
mal urine;  there  was  no  urethra  to  be  seen,  and  the  tissues  in  its  for- 
mer line  were  of  a  smooth  cicatricial  character.  The  writer  suggested 
the  following  procedure,  which  so  far  as  he  knows  is  original:  (1) 
The  construction  of  a  mucous  tubule  for  a  new  urethra  from  an  an- 
terior vaginal  wall  flap;  (2)  the  conversion  of  this  flap  into  a  tube  by 
temporary  absorbable  sutures;  (3)  perforation  of  the  tissues  beneath 
the  symphysis  by  trocar  or  blunt  dissection  to  a  point  as  high  or  higher 
than  the  site  of  the  former  external  meatus,  the  tubular  flap  to  be  drawn 
through  this  tunnel  and  fixed  at  the  site  of  the  new  external  meatus; 
(4)  locating  the  base  of  the  flap  at  the  fistula,  so  that  the  latter  would 
be  covered  on  drawing  the  flap  through  the  tunnel;  (5)  drawing  to- 
gether the  edges  of  the  denuded  vaginal  surface  so  as  to  close  the 
vaginal  wound  entirely,  except  where  a  small  vesical  drain  was  made 
for  temporary  purposes  well  back  in  the  base  of  the  bladder.  The 
patient  assented  to  this  plan,  and  the  result  was  a  perfectly  formed 
urethra,  though  of  course  without  a  sphincter;  the  neck,  however, 
was  located  high  enough  to  permit  retention  for  two  hours  and  vol- 
untary emptying  of  the  bladder.  The  writer  has  since  introduced  a 
Kolischer's  pessary,  and  the  patient  can  now  retain  over  four  ounces. 

The  author  quotes  a  number  of  recent  operations  for  the  same 
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purpose,  and  concludes  that  heteroplasty  has  resulted  in  failure  in  most 
cases  and  that  grafts  without  pedicles  are  prone  to  slough;  that  the 
method  described  is  equally  applicable  to  hypospadias  and  epispadias 
by  utilizing  similar  tubules  of  skin ;  and  that  failure  in  the  usual  opera- 
tions results  from  the  cutting  out  of  stitches,  upon  which  this  opera- 
tion is  not  dependent  for  success. 

The  Neuroses  of  the  Menopause  caused  by  Intestinal  Fermentation. 

Charles  J.  Aldrich  (Ann.  of  Gyn.  and  Ped.,  December,  1899) 
refers  to  the  remarkable  results  of  investigations  upon  the  effect  of 
toxic  agents  of  various  sorts  in  the  blood  upon  the  nerve-cells;  and 
points  out  that  these  changes  may  be  wrought  as  well  by  toxins  ab- 
sorbed from  the  uneliminated  products  of  the  intestinal  tract  or  from 
putrefactive  fermentations  therein.  To  the  epochs  of  human  life — 
dentition,  pubescence,  and  the  climacteric  of  age — is  added  in  woman 
the  menopause;  the  writer  believes  this  period  to  be  a  develop- 
mental process  and  not  a  period  of  decay,  and  calls  the  following  seven 
years  "the  age  or  epoch  of  invigoration."  At  that  time  the  spleen 
becomes  smaller,  the  lymphatic  glands  waste,  Peyer's  patches  smooth 
down,  the  intestinal  villi  shrink  and  become  less  vascular,  the  mus- 
cular coats  of  the  intestines  atrophy  and  lessened  peristalsis  en- 
sues ;  the  tissues  become  more  dense  and  the  organism  more  stable. 
This  means  that  "the  blood-supplying,  blood-making  and  blood-elabo- 
rating organs  of  the  body  have  completed  the  growth  of  the  organism, 
done  their  work,  and  are  striking  a  balance  with  the  needs  of  the 
economy."  The  owner  of  the  body,  not  cognizant  of  these  insensible 
changes;  keeps  up  the  habits  of  a  lifetime;  eats  more  and  richer 
food  than  ever,  and  thus  puts  a  strain  upon  the  weakened  digestive 
fluids,  the  less  active  absorbents  and  the  atrophying  muscles  of  the 
intestinal  tract,  these  weakened  powers  being  quite  sufficient  for  the 
demands  that  should  be  put  upon  them.  Women  are  taught,  even  by 
physicians,  to  expect  all  sorts  of  nervous  disturbances  at  this  period 
and  to  accept  them;  and  if  weakened  by  excessive  hsemorrhage,  which 
they  are  less  able  to  bear  at  this  time,  are  the  less  resistant  to  the  poi- 
sons which  are  more  and  more  forced  upon  them  from  the  intestinal 
tract.  It  appears  to  be  the  liver  more  than  any  other  organ  that  in 
health  is  endowed  with  protective  powers  against  these  intestinal 
poisons. 

The  writer  cites  two  cases  in  illustration;  one  was  of  a  woman 
at  the  menopause,  supposed  to  be  suffering  from  a  very  violent  mani- 
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festation  of  the  change  of  life;  the  other  was  a  woman  who  had  not 
reached  that  period,  but  in  whom  menstruation  had  temporarily  ceased, 
and  who  was  the  subject  of  the  same  nervous  disturbances.  Treat- 
ment directed  to  restoring  the  functions  of  the  liver  and  intestinal  tract 
cured  both  cases;  in  the  first  menstruation  had  really  ceased,  while 
in  the  second  it  was  restored.  The  similarity  of  the  second  case  to 
the  first  and  the  success  of  the  treatment  demonstrated  that  the  cessa- 
tion of  menstruation  had  no  causal  relation  with  the  symptoms;  and 
in  fact  the  same  symptoms  may  be  observed  in  men  who  habitually 
overtax  their  digestive  tract,  once  they  reach  the  "age  of  invigoration," 
and  no  longer  need  or  can  take  care  of  so  large  a  food  supply  as  for- 
merly; but  in  them  we  have  no  menopause  to  connect  the  symptoms 
with,  so  call  it  neurasthenia ! 

'Beef-gall  Enemata  in  the  Treatment  of  Post-operative  Obstinate  Con- 
stipation and  Intestinal  Obstruction. 

F.  C.  Ameiss  (Ibid.)  says  that  the  shock  of  a  severe  operation, 
septic  infection,  or  injury  to  the  nerve  supply  of  the  muscular  coat  of 
the  intestine  may  induce  paralysis  of  peristaltic  movement,  thus  caus- 
ing intestinal  obstruction.  Other  causes,  of  a  mechanical  nature,  are 
adhesions,  peritonaeal  bands,  volvulus,  etc.  In  many  cases  only  a  re- 
opening of  the  abdomen  will  give  relief,  but  in  the  writer's  experience 
it  has  several  times  been  possible  to  avoid  this  by  the  effectual  use  of 
enemata  of  fresh  ox-gall  and  water,  from  six  to  eight  ounces  of  each. 
In  one  case  where  there  had  been  genuine  faecal  vomiting,  repeated 
enemata  of  ox-gall  and  warm  water  relieved  the  obstruction  and  the 
patient  recovered.  The  treatment  was  kept  up  for  three  weeks,  repeated 
every  second  or  third  day.  When,  during  an  operation,  it  has  been 
found  necessary  to  break  up  adhesions  to  the  intestines,  an  early  resort 
(thirty-six  hours  after  operation)  to  ox-gall  enemata,  which  will 
cause  free  intestinal  peristaltic  movements,  will  prove  a  factor  in  avoid- 
ing serious  consequences.  The  ox-gall  is  not  only  a  natural  purgative 
but  a  good  antiseptic,  diminishing  putrefactive  decomposition  of  the 
intestinal  contents  and  reducing  tympanities.  Even  in  protracted  cases 
of  obstipation,  but  where  evidences  of  strangulation  are  not  unequivo- 
cally manifested,  it  should  always  be  given  a  trial. 


THE 

AMERICAN  GYNECOLOGICAL 

AND 

OBSTETRICAL  JOURNAL. 


APRIL,  1900. 


AFTER-TREATMENT  OF  PERITONEAL  SECTION.* 

By  Henry  T.  Byford,  M.D.,  Chicago. 

In  a  paper  entitled  "An  Improvement  in  the  Technique  and  After- 
treatment  of  Peritonaeal  Section,"f.  I  called  attention  to  a  systematic 
method  of  inducing  peristaltic  action  as  soon  as  possible  after  a  perito- 
naeal section  for  the  purpose  of  preventing  intestinal  paralysis  and  ad- 
hesions. 

After  employing  the  method  for  many  months  with  the  sole  object 
of  reducing  mortality  I  began  to  notice  that  my  ordinary  cases  were 
doing  exceptionally  well,  so  to  speak.  There  were  practically  no  tem- 
perature cases,  no^rying  for  morphia,  no  bloating,  no  fixed  pains,  and 
seldom  any  subsequent  pain  in  the  ovarian  regions  even  when  firmly 
adherent  appendages  had  been  removed.  Formerly  the  after-treat- 
ment was  troublesome,  and  the  patient  was  often  many  months  in  re- 
covering from  her  symptoms,  but  now  the  after-treatment  became  ex- 
ceedingly monotonous  for  want  of  complaint  on  the  part  of  the  patient. 
Hence  I  began  to  use  the  treatment  in  simple  as  well  as  complicated  cases 
in  order  to  make  the  patient  more  comfortable  and  to  render  the  conva- 
lescence more  rapid. 

The  method  there  advocated  consists  of  four  drams  of  fluid  ex- 
tract of  cascara,  or  some  equivalent,  two  hours  before  the  time  set  for 
the  operation,  dram  doses  of  sulphate  of  magnesia  every  hour  from  the 
time  the  patient  awakes  after  the  operation,  and  a  high  glycerine  and 
water  enema  (§ii  to  giv)  every  two  hours,  beginning  eight  hours  after. 
A  high  glycerine  enema  was  given  before  the  patient  left  the  table 
after  operations  in  which  adhesions  were  separated  and  raw  surfaces 
left.  A  prompt  movement  of  the  bowels  and  a  free  passage  of  flatus  not 

*  Read  before  the  Chicago  Gynaecological  Society,  December  15,  iSgg. 
t  American  Journal  pf  Obstetrics,  Vol.  XXXVI.,  No.  1,  1898. 
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infrequently  resulted  from  this  enema  before  the  others  were  given, 
and  hence  I  began  to  give  it  as  a  routine  practise  in  order  to  save,  as 
far  as  possible,  the  trouble  connected  with  giving  a  nauseated  patient 
the  salines  and  later  enemas. 

As  I  said  in  that  paper,  the  treatment  must,  as  a  rule,  not  be  dis- 
continued until  the  patient  passes  flatus,  not  only  with  the  enemas  but 
also  freely  between  enemas,  i.e.,  efficient  peristaltic  action  should  con- 
tinue at  intervals.  I  forgot  at  the  time  to  say  that  means  must  be  taken 
to  maintain  frequent  peristalsis,  and  a  daily  evacuation  of  the  bowels, 
after  the  first  days.  To  this  end  two  drams  of  sulphate  of  magnesia  or 
two  or  three  ounces  of  Hunyadi  water  are  given  night  and  morning  for 
two  weeks,  the  doses  being  regulated  according  to  the  effect.  In  this 
way  there  is  but  little  chance  for  the  occurrence  of  adhesions  at  any 
time. 

In  the  simpler  cases  of  peritonseal  section  treated  in  this  way  the 
patient  can,  without  harm,  get  out  of  bed  in  ten  or  twelve  days,  if  the 
abdominal  incision  is  entirely  healed  and  properly  supported. 

The  treatment  may  be  somewhat  modified  to  suit  different  cases. 
Thus  if  a  patient  be  in  need  of  a  stimulant,  I  usually  add  an  ounce 
of  whiskey  to  the  enema  that  is  administered  on  the  operating  table, 
giving  what  in  the  Woman's  Hospital  we  call  the  one,  two,  three  enema, 
viz. :  one  ounce  of  whiskey,  two  of  glycerine,  and  three  of  water.  In 
patients  who  have  lost  much  blood  a  large,  high  beef-tea  enema  is  given 
instead,  and  is  repeated  every  four  hours.  If  the  beef  tea  is  made 
strong  enough  the  enemas  will  usually,  within  twenty-four  hours,  start 
up  vigorous  peristaltic  action. 

If  the  patient  cannot  take  sulphate  of  magnesia,  an  ounce  of  Hunyadi 
water,  or  an  ounce  and  a  half  of  the  liquid  citrate  of  magnesia,  or  half 
an  ounce  of  the  granular  citrate  may  be  substituted.  Instead  of  the 
fluid  extract  of  cascara  I  often  give  half  an  ounce  of  syrup  of  figs.  In 
some  cases  oxgall  enemas  (oss  of  inspissated  gall  to  Oss  of  wa'-er)  are 
used  when  the  glycerine  does  not  act  well. 
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THE  MORTALITY  RESULTING  FROM  ABDOMINAL  SEC 
TION  FOR  PUS  IN  THE  PELVIS. 

By  I.  S.  Stone,  M.D.,  Washington,  D.  C. 

During  my  past  three  years'  hospital  work  for  "pus  in  the  pelvis/' 
in  which  a  deliberate  attempt  was  made  to  enucleate  diseased  "annexa" 
with  purulent  contents,  two  deaths  have  occurred.  With  the  assistance 
of  Dr.  Medford,  formerly  resident  physician  at  Columbia  Hospital,  and 
Drs.  Lewis  and  Luckett,  who  assist  me  in  my  private  hospital,  I  find 
that  at  least  eighty-seven  "pus  cases"  were  subjected  to  abdominal  sec- 
tion, in  which  pus  in  greater  or  less  quantity  was  present.  The  writer 
wishes  it  clearly  understood  that  pus  cases  only  are  included.  All  others 
are  excluded,  and  we  propose  now  to  consider  results  of  enucleation  of 
pus  collections  in  either  Fallopian  tubes  or  ovaries  a  consequence  of  sep- 
sis. The  cases  upon  which  this  report  is  based  include  all  varieties  and 
the  specimens  represent  every  degree  of  size  and  extent  of  disease  with 
which  one  meets  in  pelvic  surgery.  "We  purposely  leave  out  of  con- 
sideration removal  of  annexa  for  "salpingitis,"  "cystic  and  adherent 
ovaries,"  ruptured  tubal  pregnancies,  and  the  like.  The  reason  for  this 
may  not  be  apparent  at  first  thought,  but  when  it  is  known  that  many 
operators  call  any  case  of  salpingitis  or  pelvic  peritonitis,  or  even  the 
results  of  such  disease,  "a  pus  case,"  it  will  be  seen  that  there  is  a  need  of 
more  care  in  the  classification. 

Were  this  list  of  cases  added  to  that  of  less  dangerous  operations  the 
mortality  would  be  very  much  less.  The  cases  mentioned  in  this  paper 
are  such  as  the  vaginal  operators,  hysterectomists,  vaginal  coeliotomists, 
and  others  reach  through  the  lower  or  vaginal  route.  That  is  to  say, 
the  vaginal  hysterectomist  will  begin  his  work  by  removing  the  uterus 
and  then  dealing  with  the  diseased  annexa.  The  vaginal-puncture 
surgeon  will  leave  the  uterus  and  go  after  the  pus,  and  evacuate  it  and 
drain  by  means  of  gauze,  etc.  The  vaginal  cceliotomist  will  possibly 
leave  the  uterus  and  empty  and  remove  the  pus  sacs  only.  The  chief 
aim  of  surgery  is  to  save  human  lives.  The  ambition  of  each  surgeon 
should  be  not  only  to  relieve  some  of  the  pain  and  suffering  in  the  world, 
but  to  prove  by  his  work  that  in  the  aggregate  many  lives  are  saved, 
and  very  much  suffering  relieved.  Therefore,  any  surgical  method 
which  cannot  stand  this  test,  and  any  surgeon  who  cannot  prove  by  his 
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results  that  these  ends  are  attained,  should  either  change  his  methods 
or  hand  over  his  work  to  others.  There  is  no  such  thing  as  a  20  or 
25  per  cent,  mortality  in  unaided  pus  cases,  left  to  themselves.  It  is 
quite  possible  that  a  10  or  15  per  cent,  mortality  is  beyond  the  limit,, 
where  unaided  Nature  finds  ultimate  relief.  Many  of  these  cases  were 
a  result  of  gonorrhoeal  infection. 

As  this  paper  is  not  intended  to  be  comprehensive,  the  causes  need 
not  be  discussed  at  length.  Many  of  the  specimens  have  been  examined, 
and  various  micro-organisms  have  been  found,  but  it  is  often  impossible 
to  find  any  infectious  microbes  present.  The  greatest  care  is  taken 
to  remove  the  diseased  pus  sacs  without  rupture,  if  possible,  or  without 
soiling  the  peritonaeum  with  pus.  The  uterine  cornuse  are  excised  in. 
each  instance,  when  the  tube  is  removed. 

Treatment  of  Intestinal  IVounds. 

In  many  of  the  cases  large  and  greatly  thickened  tubes  and  ovarian 
abscess  walls  were  removed  from  intestinal  surfaces  without  tearing  the 
bowel,  but  leaving  extensive  raw,  and  very  dark  and  necrotic  looking 
surfaces.  In  no  case  was  an  intestine  injured  more  than  it  was  pre- 
viously by  contact  with  the  suppurating  organ  to  which  it  was  attached. 
These  results  are  possible  and  feasible  when  one  attacks  the  specimen 
from  all  sides,  and  not  as  was  formerly  done,  by  going  down  back  of  the 
specimen  and  endeavoring  to  separate  all  adhesions  between  the  bowel 
and  specimen  before  the  tube  is  cut  away  from  the  uterine  cornu. 
Nearly  all  the  adhesions  can  be  separated  without  tearing  the  bowel,  if 
properly  done.  It  pains  me  much  to  hear  men  boasting  of  how  much 
injured  bowel  they  had  to  repair  in  some  operation  for  pus  in  the 
pelvis. 

Drainage. 

It  is  now  the  rule  not  to  drain.  In  a  few  cases  where  the  bowel  was 
so  much  involved  as  to  cause  fear  of  rupture,  a  glass  drain  was  used. 
In  none  of  these  cases,  even  when  the  uterus  was  removed,  was  iodo- 
form gauze  drainage  used.  My  experience  with  one  case  of  iodoform 
poisoning  has  made  me  cautious  about  the  use  of  this  drug.  In  addi- 
tion to  the  danger  attending  its  use,  there  is  no  great  need  of  it  in  a 
majority  of  instances.  It  is  rarely  necessary  in  the  work  of  the  gynae- 
cologist, and  plain  gauze  will  answer  as  well  as  any  other. 

There  was  one  case  of  bowel  obstruction  already  reported  to  the 
Obstetrical  Society  of  this  city,  and  it  is  one  of  the  two  fatal  cases  men- 
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tioned  above.  No  cases  of  ventral  hernia  have  been  reported,  and  I 
believe  no  case  has  occurred  in  my  practice  for  years.  Flushing  and 
drainage  are  practically  abandoned.  A  few  cases  will  be  found  re- 
quiring either  plain  gauze  or  glass  drain,  but  only  exceptionally. 

Besides  saving  the  lives  of  these  patients,  we  should  have  in  view 
so  far  as  possible  the  conservation  of  such  organs  and  structures  as 
may  be  of  use  to  their  possessors.  The  abdominal  route  is  by  far  the 
best,  in  that  such  a  course  is  always  possible.  Therefore,  in  quite  a 
number  of  these  cases  one  tube  and  ovary  was  left  even  at  some  risk. 
As  previously  reported  in  a  case  of  acute  gonorrhoeal  salpingitis,  this 
was  successfully  done.  In  others  it  has  been  a  constant  aim  to  preserve 
.a  portion  of  one  ovary  when  possible,  and  it  is  often  possible,  when  we 
know  that  the  pus  in  old  chronic  cases  is  generally  sterile.  The  chief 
satisfaction  this  has  given  me  personally  is  that  in  two  cases  where  I 
had  left  ovaries  the  woman's  subsequent  insanity  could  not  be  at- 
tributed to  complete  oophorectomy.  The  symptoms  which  are  charac- 
teristic of  the  menopause  are  also  entirely  prevented  or  are  much  less 
severe.  The  cases  upon  which  this  report  is  based,  have,  however,  all 
recovered  without  special  mental  or  psychical  disturbance. 

Deaths. 

One  death  in  this  series  has  been  reported  to  the  Obstetrical  So- 
ciety (in  November,  1897),  and  was  clearly  due  to  an  attempt  to  save 
an  appendage,  which,  if  removed,  would  have  given  the  patient  her 
life,  and  me  a  long  list  without  mortality.  The  second  fatal  case  ap- 
peared to  have  systemic  infection  (pyaemia)  which  was  due  to  infec- 
tion before  operation.  One  case,  after  a  beautiful,  clean  enucleation  of 
pus  sacs,  was  infected  by  dirty  silk.  At  a  subsequent  operation  for 
faecal  fistula,  every  piece  of  silk  was  found  with  an  area  of  suppuration 
around  it.  Consequently  we  never  leave  silk  sutures  or  ligatures  in 
the  abdomen  when  suitable  catgut  can  be  obtained.  In  a  few  instances 
wound  infection  occurred,  but,  as  a  rule,  where  the  wound  surfaces 
were  contaminated  with  pus  at  the  time  of  operation. 

Other  Pus  Cases. 

To  render  the  success  attained  in  this  series  the  more  striking,  the 
following  results  of  vaginal  pus  surgery  are  mentioned.  In  the  period 
above  named  we  have  removed  the  uterus  four  times  for  sepsis  or  its  re- 
sults.  The  first  for  a  faecal  fistula,  the  work  of  another  operator.  The 
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second,  for  results  of  prolonged  suppurative  disease  of  pelvic  organs 
resulting  in  three  or  more  fistulse.  A  third  for  abdominal  faecal  fistula, 
a  result  of  my  own  work.  A  fourth  in  an  opium  and  alcoholic  sub- 
ject. 

These  cases  have  all  recovered  and  much  more  than  gained  their 
former  weight  and  ordinary  appearance  of  health.  In  the  second  and 
third  cases  mentioned,  however,  a  small  sinus  remains,  probably  from  in- 
fected ligatures. 

Three  cases  had  huge  abscesses  drained  through  an  abdominal  in- 
cision. The  peritonaeum  over  the  pus  sac  being  sutured  to  that  of  the 
parietes.  Each  one  made  a  fairly  good  recovery;  at  least  enabling  them 
to  escape  from  a  very  dangerous  illness.  Two  of  these  were  compli- 
cated by  the  presence  of  uterine  fibroids. 

Three  patients  were  subjected  to  vaginal  incision  for  purulent  col- 
lections within  the  pelvis.  One  of  these  died  in  twenty-four  hours  of 
asthenia.  Another  was  an  opium  habitue  and  would  not  have  con- 
sented to  an  abdominal  section,  had  such  a  proposition  been  made.  She 
has  not  fully  recovered  owing  to  the  difficulty  of  reaching  the  structures 
involved.  Another  woman  was  subjected  to  three  vaginal  punctures  for 
as  many  abscesses,  which  successively  formed  during  many  weeks  at 
the  hospital.  Finally  I  opened  her  abdomen,  to  find  that  pus  had  bur- 
rowed to  some  point  far  up  toward  the  diaphragm,  and  that  operation 
was  out  of  the  question.  The  incision  was  promptly  closed  and  the 
patient  died  in  about  two  days,  of  sepsis  and  asthenia. 

As  may  be  seen,  these  cases  of  vaginal  section  are  mentioned  so 
that  the  number  of  cases  and  the  results  of  treatment  may  be  seen  in 
contrast.  The  results  of  the  abdominal  work,  so  far  as  immediate  re- 
covery goes,  leaves  little  to  be  desired.  In  by  far  the  greater  number 
of  cases  the  convalescence  was  as  uneventful  as  could  be  from  any 
important  surgery.  Surely  we  have  never  seen  better  results  from 
vaginal  operations  in  general. 

By  extending  the  period  covered  by  this  report  beyond  the  three 
years  mentioned,  it  would  be  quite  easy  to  collect  one  hundred  cases 
with  a  death-rate  of  only  two,  or  2  per  cent.,  but  I  have  only  asked  my 
assistants  for  statistics  as  above  stated.  It  will,  therefore,  be  seen  that 
the  mortality  is  about  2.3  per  cent.  This  shows  a  fairly  good  record  of 
less  than  one  death  each  year,  in  abdominal  section  for  pus  in  the 
pelvis. 

Summary,  and  in  Conclusion. 
First. — The  abdominal  route  may  be  selected  in  the  vast  majority 
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of  "real  pus  cases"  because  it  not  only  gives  a  better  opportunity  to  deal 
with  diseased  pelvic  structures,  but  also  facilitates  the  inspection  of  the 
abdominal  viscera  and  the  relief  of  any  pathological  condition  of  these 
organs. 

Second. — The  vaginal  route  is  still  used  by  the  writer  as  occasion  de- 
mands, as  when  a  "pelvic"  abscess  is  pointing  in  the  vaginal  vault. 

Third. — In  the  majority  of  cases,  then,  we  would  advise  abdominal 
section.  Still,  in  a  certain  small  number,  we  advise  vaginal  puncture, 
and  in  a  third  class,  when  the  abscess  is  large  and  situated  "high" 
in  the  pelvis,  we  reach  it  through  the  abdomen,  evacuate  and  drain 
without  attempting  "enucleation"  if  the  patient  is  evidently  too  much 
exhausted  to  bear  a  radical  operation.  In  short,  we  take  the  position 
which  we  think  unassailable,  that  pus  should  be  sought  for  and  evacu- 
ated from  that  quarter  which  gives  the  easiest  approach  and  speediest 
and  safest  exit  consistent  with  the  present  condition  of  the  patient,  and 
having  in  view  her  permanent  restoration  to  health. 
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THE  MANAGEMENT  OF  PUERPERAL  INFECTION* 
By  Frederick  W.  Sears,  M.D., 

Surgeon  to  Syracuse  Hospital  for  Women  and  Children,  etc.,  etc. 

Puerperal  fever  in  private  practice  is  all  too  prevalent  in  the  light 
of  our  present  knowledge.  Statistics  upon  the  subject  outside  of  hos- 
pital practice  are  of  very  little  value,  and  we  are  obliged  to  draw  our 
conclusions  from  the  frequency  with  which  we  are  called  in  consulta- 
tion in  these  cases;  and  the  bringing  together  of  our  experiences  in 
such  gatherings  as  this. 

Dr.  C.  S.  Bacon  of  Chicago,  however,  in  a  very  elaborately  com- 
piled paper,  shows  that  over  70  per  cent,  of  all  of  the  causes  of  death 
from  child-bearing  are  due  to  sepsis,  and  that  in  that  city  there  are 
nearly  200  deaths  annually  from  puerperal  infection,  and  in  the  death- 
rate  the  half  is  not  told  as  this  does  not  record  the  weeks,  months,  or 
perhaps  years  of  suffering  to  those  who  live. 

It   is   not   my   purpose   to   discuss    at   length    the   causes  of 

*  Read  before  the  New  York  State  Medical  Society,  January  31,  1900. 
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puerperal  fever,  as  I  believe  there  is  very  little  difference  of 
opinion  among  physicians  on  this  subject  at  the  present  time;  but  to  dis- 
cuss their  management  based  upon  quite  a  large  number  of  cases  seen 
in  consultation,  during  the  past  ten  or  twelve  years,  and  my  interpreta- 
tions of  the  lesson  to  be  drawn  from  them  in  the  light  of  our  present 
knowledge  of  surgical  pathology.  The  reason  why  we  have  prac- 
tically no  deaths  from  this  cause  in  well-managed  lying-in  hospitals  is 
because  the  patients  are  under  the  care  of  skilled  physicians  whose  or- 
ders are  executed  by  assistants  trained  in  surgical  work.  The  same 
results  can  be  approximately  obtained  in  private  practice  when  the  prac- 
tice of  midwives  is  prohibited  by  law,  meddlesome  nurses  replaced  by 
trained  ones  or  by  none  at  all,  and  when  we  physicians  have  mas- 
tered the  surgical  principles  underlying  this  subject.  Only  last  week 
I  was  called  to  see  a  woman  who  had  two  days  before  been  confined 
by  an  ignorant  midwife,  and  when  I  questioned  her  with  regard  to  the 
care  that  she  had  given  the  patient,  replied:  "Well,  what  care  can  you 
expect,  doctor,  when  I  attend  the  woman  in  confinement  and  wash  the 
baby  for  nine  days,  all  for  three  dollars."  And  I  repeat,  what  can  we 
expect  ? 

We  are  practically  agreed  that  the  presence  of  the  germs  of  putre- 
faction or  saphrogenic  bacteria,  the  stapholococci  and  streptococci  in  the 
genital  tract  are  the  causes  of  puerperal  infection  and  that  the  latter 
are  productive  of  the  most  serious  condition  and  demand  the  earliest 
recognition  in  order  to  be  successful  in  treatment.  It  is  also  generally 
accepted  that  the  two  principal  varieties  of  infection  are  septicaemia,  due 
to  foci  of  septic  inflammation  beginning  in  the  maternal  tissues  from 
which  the  blood  and  general  system  becomes  infected  and  sapraemia,  due 
to  putrefaction  of  retained  organic  matter,  in  the  uterine  cavity. 

Five  years  ago,  in  a  discussion  of  this  subject  before  this  Society,  I 
stated  that  I  believed  that  these  forms  of  infection  could  be  recognized 
from  a  study  of  the  symptoms  and  clinical  course  of  the  cases,  and 
my  experience  since  has  served  to  strengthen  that  belief. 

In  private  practice  it  is  not  always  possible  to  make  a  distinction  by 
the  bacteriological  examination,  and  much  valuable  time  would  be  lost 
were  we  to  attempt  to  do  so  before  resorting  to  treatment,  as  suc- 
cess in  these  cases  largely  depends  upon  the  promptness  with  which  we 
act. 

If  the  maternal  tissues  become  seriously  infected  at  the  time  of 
delivery  by  the  hands  or  the  instruments  of  the  accoucheur,  we  get 
a  steady  rise  of  temperature  which  may  be  gradual  or  rapid,  beginning 
a  few  hours  after  delivery,  with  a  rapidity  of  pulse  which  is  out  of  pro- 
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portion  to  the  temperature,  and  temperature  and  pulse  do  not  become 
normal  at  the  end  of  twenty-four  to  thirty-six  hours  after  delivery,  as 
m  uninfected  cases,  but  will  progress  with  increased  prostration  toward 
a  fatal  termination  if  not  either  checked  or  modified  early  in  its  course, 
a  temperature  of  980  F.,  with  a  normal  pulse  at  the  end  of  forty-eight 
hours  after  delivery,  is  pretty  sure  evidence  that  septicsemic  infection 
has  not  been  carried  to  the  maternal  tissues  at  the  time  of  delivery, 
and  any  febrile  condition  which  should  arise  after  this  period  is  usually 
of  a  less  serious  nature. 

In  sapraemia  the  picture  is  different,  when  from  the  lack  of  proper 
care  in  the  third  stage  of  labor  portions  of  the  secundes  or  blood  clots 
are  permitted  to  remain  in  the  uterine  cavity,  and  in  the  absence  of  the 
strictest  cleanliness  putrefactive  changes  of  this  retained  material 
take  place,  the  products  of  which  become  absorbed,  giving  rise  to  an 
intoxication  of  the  system  depending  in  severity  upon  the  rapidity  and 
amount  absorbed.  In  this  variety  there  is  usually  a  period  of  from 
three  to  eight  days  of  apparently  normal  convalescence,  we  then  get 
a  sharp  rise  of  temperature,  which  is  usually  preceded  by  a  chill.  The 
pulse  is  not  so  profoundly  affected  as  in  septicaemia,  there  is  sense  of  dis- 
comfort and  frequent  delirium,  and  usually  a  foul-smelling  dark  col- 
ored lochia,  and  death  may  result  from  exhaustion  for  the  amount 
absorbed.  Sapnemia  is  the  most  common  form  met  with  and  its 
prompt  treatment  usually  restores  the  patient  speedily  to  convalescence. 

The  curette  is  considered  by  many  as  almost  the  sheet-anchor  in 
these  cases,  but  I  believe  its  indiscriminate  use  in  this  condition  will 
result  in  injury  to  the  patient.  We  are  frequently  called  upon  to  attend 
these*  patients  when  the  system  has  been  severely  taxed  by  the  amount 
of  poison  absorbed  from  the  products  of  putrefaction,  and  it  is  our 
purpose  to  arrest  this  absorption  by  the  safest  and  quickest  method 
possible,  and  the  finger  or  fingers  of  the  physician  passed  into  the  uter- 
ine cavity  to  remove  portions  too  large  to  be  washed  away  or  to  serve 
as  a  guide  to  their  removal  by  a  pair  of  small  placental  forceps  and 
this  followed  by  a  thorough  intra-uterine  irrigation  with  sterilized 
water  or  any  other  aseptic  non-irritating  solution  will  most  effectually 
do  this. 

The  mucous  membrane  of  the  uterine  cavity  forms  a  strong  barrier 
to  the  rapid  absorption  of  the  poison,  and  it  is  impossible  to  remove 
the  retained  matter  with  the  curette  without  removing  this  protective 
lining  and  unless  every  particle  of  the  septic  material  is  removed  (which 
is  often  a  difficult  matter)  we  get  a  sharp  reaction,  due  to  the  rapid 
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absorption  of  the  retained  contents  and  the  system  may  be  speedily 
overpowered  by  profound  intoxication. 

If  after  repeated  irrigations  of  the  uterus  we  fail  to  relieve  the 
symptoms,  we  may  find  it  necessary  to  resort  to  the  curette,  and  then 
this  should  be  done  carefully  and  thoroughly,  remembering  also  that 
there  is  danger  of  perforation. 

This  curetting  should  be  followed  by  a  thorough  irrigation  and  then 
a  loose  packing  of  iodoform  gauze.  The  patient  should  be  carefully 
watched.  Marked  improvement  usually  takes  place  and  usually  con- 
tinues to  complete  recovery,  but  in  some  cases  after  curettage  diis  will 
only  last  for  a  few  hours,  when  suddenly  the  temperature  rises,  going 
even  beyond  its  former  limits.  This  calls  for  a  removal  of  the  gauze  and 
a  thorough  intra-uterine  irrigation  to  be  repeated  as  often  as  exacerba- 
tions occur ;  failure  to  do  this  may  result  in  the  death  of  the  patient.  I 
have  found  curetting  even  in  this  form  of  sepsis  rarely  necessary. 

In  septic  infection  I  believe  that  the  curette  is  contramedicated.  In 
these  cases  we  know  that  local  treatment  to  be  beneficial  must  be  given 
early.  Pathologists  tell  us  that  among  the  conditions  favoring  the 
entrance  of  the  poison  is  a  raw  or  bruised  surface,  also,  that  there 
is  usually  a  temporary  arrest  of  the  poison  in  the  mucous  membrane 
of  the  uterus,  and  that  there  is  early  thrown  about  the  local  foci  a 
zone  of  leucocytes,  forming  a  barrier  to  the  entrance  of  the  poison.  If 
we  curette  these  foci  we  break  this  protective  wall.  If  we  curette  the 
uninfected  portions  we  increase  the  danger  of  new  foci. 

Here  frequent  irrigations  with  a  safe  antiseptic  solution  (bichloride 
1-10,000  or  carbolic  acid  ^2  of  i  per  cent.)  should  be  our  main  local  treat- 
ment. Never  entrust  the  giving  of  an  intra-uterine  douche  to  the  nurse; 
a  vaginal  douche  should  precede  this,  and  should  be  sufficient  to  re- 
move all  clots  and  debris  from  the  Douglas  cul-de-sac.  To  give  an 
intra-uterine  douche  with  a  soft  rubber  catheter  is  as  misleading  as  it 
is  useless ;  our  purpose  is  not  simply  to  carry  the  solution  into  the 
uterus,  but  to  flush  out  the  entire  cavity.  I  prefer  for  this  purpose  the 
ordinary  curved  perforated  glass  irrigator.  In  septic  infection  great 
reliance  must  be  placed  upon  alcohol,  strychnine,  and  moderate  doses 
of  quinine  regularly.  The  pulse  and  facial  expression  are  a  safer  guide 
than  the  temperature. 

I  will  not  weary  you  with  a  lengthy  report  of  cases,  but  I  would 
like  to  briefly  report  two  or  three  which  I  have  selected  to  best  illustrate 
a  few  of  the  points  I  have  tried  to  bring  out. 

Case  I. — Septicaemia,  or  true  septic  infection.  Was  called  December 
29.  1892,  to  a  neighboring  town  to  see  Mrs.  M.,  the  wife  of  a  physi- 
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cian.  She  had  been  confined  about  thirty-six  hours  before  my  visit. 
Her  husband  attended  her.  He  had  recently  cared  for  a  case  of  puer- 
peral fever.  The  doctor  said  her  temperature  began  to  rise  a  few  hours 
after  confinement.  She  had  an  anxious  expression,  pulse  130,  weak 
and  compressible,  temperature  103°  F.,  complained  of  great  weakness. 
I  thoroughly  irrigated  the  vagina  and  uterus,  made  a  very  careful  exam- 
ination, could  find  no  retained  secundes.   There  was  no  bad  odor. 

I  found  a  recently  torn  cervix  and  it  was  my  opinion  that  this 
might  be  the  seat  of  infection,  and  directed  that  a  vaginal  douche 
of  Yz  of  1  per  cent,  carbolic  acid  solution  be  given  every  three  hours, 
carrying  the  tube  up  to  the  cervix.  She  was  to  have  whiskey  and  milk 
freely,  2  grains  of  quinine  every  two  hours,  and  strychnine  and  digi- 
talis as  indicated.  I  saw  her  again  the  following  morning,  when  there 
was  considerable  improvement,  temperature  101,  pulse  still  rapid,  but 
of  much  better  character.  The  doctor  thought  he  could  detect  tem- 
porary benefit  after  each  douche.  The  douches  were  continued  with 
lengthening  intervals  for  several  days.  She  eventually  recovered  and 
has  since  borne  children. 

Case  II. — Sapraemia.  Was  called  May  28,  1898,  by  Dr.  F.  H. 
Stephenson,  to  see  Mrs.  O.  The  doctor  gave  me  the  following  history : 
She  was  confined  seven  days  before.  Forceps  delivery.  Was  nursed 
by  a  sister;  all  went  well  until  the  sixth  day,  when  she  was  taken  with 
chills  followed  by  a  high  fever.  A  trained  nurse  was  sent  for,  and  an 
intra-uterine  douche  given  the  following  morning;  her  temperature  had 
reached  106  at  9  o'clock.  I  saw  her  at  10  A.  M.,  temperature  106,  pulse 
104.  She  was  quite  delirious ;  some  odor  of  lochia.  With  the  history  of 
no  relief  from  the  intra-uterine  douche,  I  at  once  performed  curettage 
under  anaesthesia,  after  the  most  careful  preparation  I  could  give  her. 

Some  broken  down  clots  and  pieces  of  membrane  were  removed,  a 
thorough  irrigation  of  the  cavity  was  made  and  a  strip  of  iodoform 
gauze  inserted.  Marked  improvement  followed.  The  temperature 
gradually  fell  and  at  seven  the  following  morning  was  100,  pulse  84, 
had  slept  considerably,  but  at  10:30  A.  M.  it  had  risen  to  io66/10°  F., 
pulse  112.  The  gauze  was  removed,  and  an  intra-uterine  douche 
given.  The  following  night  the  temperature  fell  to  998/10°  F.  Pulse 
76.  The  temperature  did  not  again  reach  so  high  a  point,  but  there 
was  considerable  fever  at  certain  times  during  the  day  for  several  days. 
The  drugs  given  were  strychnia  and  whiskey,  with  an  abundance  of 
milk.  The  patient  recovered,  and  I  learned  recently  that  she  was  again 
pregnant. 

I  believe  I  would  not  have  had  the  severe  reaction  the  day  follow- 
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ing  my  first  visit  had  I  used  my  fingers  instead  of  the  curette  to  re- 
move the  clots.  I  afterward  learned  that  the  intra-uterine  douche  given 
previous  to  my  visit  was  given  by  the  nurse  through  a  rubber  catheter. 

Case  III. — Sapnemia  following  abortion.  Was  called  to  Manlius 
on  the  night  of  July  25,  1899,  by  Dr.  Merwin,  to  see  Mrs.  R.  The 
doctor  stated  that  the  patient  had  missed  two  menstrual  periods;  she 
had  flowed  profusely  for  several  days.  Two  days  previously  he  had 
washed  out  the  uterus;  on  the  following  day  she  had  considerable 
rise  of  temperature,  and  he  telephoned  for  me  when  it  reached  1060  F., 
pulse  140. 

The  patient  was  very  anaemic,  pulse  160  per  minute,  and  very  com- 
pressible; temperature  1050  F.,  respirations  were  shallow;  her  condi- 
tion seemed  that  of  in  extremis.  Examination  show  ed  presence  of  ovum 
near  the  fundus;  uterus  open  and  patulous,  and  foul  discharge.  She 
was  given  hypodermics  of  strychnia,  and  as  soon  as  preparation  could 
be  made  was  gently  lifted  upon  a  table  before  a  good  electrc  light. 
No  anaesthetic  was  given.  On  account  of  tenderness  over  abdomen  did 
not  press  uterus  down  and  remove  ovum  with  finger,  but  using  fingers 
as  a  guide  removed  the  mass  with  a  pair  of  placental  forceps,  and 
gently  curetted  the  site  of  attachment,  being  careful  not  to  disturb 
the  surrounding  mucous  membrane.  The  cavity  was  irrigated  and 
iodoform  gauze  inserted.  The  patient  was  put  to  bed  and  an  enema  com- 
posed of  one  ounce  of  brandy  and  four  ounces  of  warm  normal  salt 
solution  was  given. 

Dr.  Merwin  remained  during  the  night  and  repeated  rectal  adminis- 
tration of  brandy  and  saline  solution  several  times,  together  with  hypo- 
dermics of  strychnia.  The  following  morning  I  saw  her  again  when 
there  was  considerable  improvement,  temperature  100,  pulse  120. 
Gauze  was  removed  thirty-six  hours  after  its  introduction  and  intra- 
uterine douche  given.  Convalescence  was  soon  established  and  the 
patient  made  a  good  recovery. 

Before  concluding,  I  wish  to  just  refer  to  certain  conditions  which 
I  believe  belong  to  a  different  form  of  infection,  and  which  has  led 
me  to  regard  the  patient  s  urine  after  confinement  as  requiring  our 
careful  attention.  On  account  of  the  large  amount  of  waste  products 
to  be  eliminated  by  the  kidneys,  large  quantities  of  fluids  should  be 
drunk,  otherwise  we  may  get  a  thick  turbid  urine,  and  unless  extreme 
care  is  exercised  when  catheterization  is  required,  the  urine  may  be- 
come very  poisonous,  and  should  there  be  any  tear  or  abrasions  in  the 
perinaeum  or  vulva  there  is  great  danger  of  infection  from  this  source. 

I  have  seen  three  cases  of  fever  following  confinement,  which  I 
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have  attributed  to  this  cause.  These  cases  have  been  very  much  alike 
on  their  onset  and  symptoms.  In  two  there  was  a  slight,  and  in  the 
third,  an  extensive  tear  in  the  perinseum.  In  all  there  was  apparently 
a  normal  convalescence  for  a  period  of  three  weeks,  the  temperature 
not  going  above  ioo°  F.  at  any  time  during  this  period.  During  the 
third  week  the  patients  had  been  about  their  rooms  and  felt  well  except 
some  stiffness  of  the  muscles  of  the  pelvis,  when  from  the  twenty-first 
to  the  twenty-eighth  day  after  delivery  they  suddenly  had  a  rise  of  tem- 
perature to  1040  F.  or  more,  preceded  by  chilliness,  the  pulse  was 
rapid  and  variable,  face  flushed  with  pallor  about  the  lips,  a  sense  of 
stiffness,  weight,  and  tenderness  in  the  groins;  in  all  there  was  a 
decomposition  of  urine  with  some  pus,  bacteria,  and  albumen.  Upon 
examination  the  vagina  was  tender,  with  a  bogginess  of  the  tissues 
about  the  cervix.  In  one  case  there  was  an  illness  for  nearly  two 
months,  the  fever  being  either  remittent  or  intermittent.  The  pulse 
was  fairly  good  except  at  the  onset.  With  the  others  the  illness  lasted 
about  two  weeks.  They  all  recovered  and  have  remained  wed  since. 
The  treatment  consisted  of  diuretic  waters,  vesical  irrigation,  hot  vaginal 
douches,  and  general  supporting  medication.  , 

I  have  regarded  these  cases  as  cellulitis,  due  to  the  absorption  of  sep- 
tic matter,  from  the  urine  which  gained  entrance  to  the  lymphatics 
through  the  torn  surfaces  of  the  perinaeum  and  extending  to  the  pelvic 
cellular  tissues,  remaining  comparatively  dormant  until  the  patient  had 
resumed  the  upright  posture. 

I  fully  realize  that  so  few  cases  can  only  serve  as  hints  for  further 
study,  but  decided  to  submit  them  for  your  consideration. 

709  Warren  Street,  Syracuse,  N.  Y. 
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CRANIO-RHACHISCHISIS.* 
By  Henry  F.  Lewis,  A.B.,  M.D.,  Chicago. 

Defective  closure  of  the  dorsal  commissure  of  the  body  results  in  a 
wide  series  of  malformations  and  monstrosities.  The  opening  may 
occur  at  almost  any  part  of  the  cerebrospinal  axis  from  the  root  of  the 
nose  to  the  tip  of  the  coccyx  or  may  even  be  complete  along  this 
whole  extent.  The  essential  point  is  a  defect  in  the  bones  covering  the 
brain  and  spinal  cord.  The  defect  varies  in  extent  from  the  minutest 
spina  bifida  to  the  complete  absence  of  bony  covering  over  the  whole 
of  the  central  nervous  system. 

Monstrosities  of  the  general  class  of  cranio-rhachischisis  are 
classified  according  to  the  place  in  the  bony  covering  of  the  cerebro- 
spinal axis  in  which  the  main  defect  occurs,  and  according  to  the  ex- 
tent of  atrophy  of  .the  tissues  of  the  brain  and  cord  consequent  upon 
such  defect.  The  points  of  classification  are  neither  constant  nor  rigid 
and  the  limits  of  the  different  species  are  indistinct,  but,  in  the  main,  we 
can  divide  the  individuals  of  this  kind  into  genera  and  species.  A 
classification  according  to  etiology  is  not  yet  possible  because  there  is 
still  so  much  to  learn  in  that  direction  and  because  the  same  cause,  act- 
ing at  different  times  or  in  different  regions,  may  produce  vastly  dif- 
ferent ultimate  results.  It  is  useless  to  go  into  the  niceties  of  classifica- 
tion in  these  monsters,  niceties  the  refinement  of  which  has  been  carried 
by  many  writers  to  an  absurd  point.  It  will  be  enough  to  indicate 
broadly  the  general  lines  dividing  the  species. 

Three  large  classes  are  at  once  apparent,  one  characterized  by  a 
more  or  less  complete  absence  of  brain,  namely,  the  anencephalia ;  an- 
other characterized  by  the  presence  of  a  more  or  less  complete  brain 
but  one  placed  wholly  or  in  part  outside  of  the  cranial  cavity,  namely 
the  exencephalia ;  and  a  third,  the  spina  bifida,  where  the  chief  defect 
is  in  the  dorsal  plates  of  the  vertebras.  The  last  may  and  often  does 
coexist  with  either  of  the  others.  Retroflexion  of  the  foetal  body,  caus- 
ing foreshortening  of  the  dorsum  and  sometimes  other  malformations 
in  addition,  occurs  in  all  three  of  these  genera,  and,  as  we  shall  see 
later,  probably  has  an  etiological  significance.  In  addition  to  the  cranio- 
rhachischisis  there  is  often  some  other  anomaly  or  defect  of  develop- 
*  Inaugural  Thesis — Chicago  Gynaecological  Society,  Dec.  15,  1899, 
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ment,  such  as  club-foot,  hare-lip,  cyclops  or  loss  of  limb.  These  points 
also  probably  have  a  bearing  on  causation. 

Most  of  the  cases  illustrating  this  article  are  from  the  museum  of 
Rush  Medical  College ;  a  few  from  the  Chicago  Medical  College.  They 
were  dissected  by  myself,  with  the  able  assistance  of  Dr.  Louis  J. 
Mitchell,  by  permission  of  Professor  Ludvig  Hektoen  of  Rush  College 
and  Professor  Fiitterer  of  the  Chicago  College. 

The  anencephalia  may  be  divided  into  two  species :  those  with  retro- 


Fig.  1.  Anencephalus. 
(Museum  of  Rush  Medical  College.) 


flexion  of  the  fcetal  body  and  those  without.  The  former  is  more  often 
accompanied  by  considerable  spina  bifida,  while  in  the  latter  the  verte- 
bral canal  is  usually  open  only  for  a  portion  of  the  cervical  region.  The 
term  hemicephalus  is  often  used  to  designate  these  so-called  "half- 
headed"  monsters,  but  the  term  anencephalus,  meaning  "without  brain," 
is  better. 
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Pseudencephalus  is  the  term  used  to  indicate  that  there  are  percep- 
tible remains  of  cerebral  or  meningeal  tissue  lying  on  the  base  of  the 
skull.  It  will  very  seldom  happen,  however,  that  absolutely  none  of 
such  tissue  can  be  made  out  upon  careful  inspection  and  dissection. 
As  will  be  shown  later,  the  existence  of  fcetal  retroflection  or  its  ab- 
sence may  be  due  to  difference  in  the  ^etiological  factors. 

The  anencephalia  are  by  far  the  most  frequent  monsters  and  reports 
of  their  occurrence  are  abundant  in  the  literature.  In  most  cases, 
however,  the  reporter  gives  very  meager  items  about  the  history  of  the 
labor,  the  measurements  of  the  child,  and  especially  the  dissection.  Ap- 
parently he  often  hesitates  to  accomplish  the  last  for  fear  of  marring 


Fig.  2.  Anencephalus. 
(Museum  of  Rush  Medical  College.) 


the  artistic  beauty  of  the  specimen.  Much  space  is  usually  devoted  to 
remarks  upon  the  rarity  or  even  the  "unique"  character  of  his  case  and 
to  metaphysical  speculations  about  its  causation. 

Breech  cases  seem  to  occur  more  frequently  with  anencephali  than 
with  normal  foetuses  and  prematurity  is  the  rule.  Even  when  the 
vertex  presents  it  is  difficult  to  determine  the  position  because  of  the 
unfamiliar  feeling  of  the  parts.  The  bony  outlines  of  the  temporals 
on  either  side  and  the  soft  mass  of  membranes  and  blood  vessels  be- 
tween give  much  similarity  to  the  feeling  of  a  breech.  The  idea  that 
the  pressure  of  the  examining  finger  on  the  exposed  cranial  nervous 
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tissue  causes  violent  movements  of  the  foetus  on  account  of  stimulus  to 
the  motor  nerves  does  not  seem  to  be  born  out  by  the  reports. 

Because  of  the  absence  of  a  brain  to  direct  the  vital  functions  anen- 
cephali  never  live  more  than  a  few  hours  or  minutes.  On  the  other 
hand,  if  near  full  term  their  bodies  are  often  remarkably  well  developed 
and  well  nourished,  even  abnormally  so,  as  in  Fig.  i.  It  would 
seem  that  the  trophic  influence  of  the  brain  is  not  needed  for 
development  in  utero  and  that  death  occurs  soon  after  birth  because  of 
the  failure  of  adjustment  of  circulation  and  respiration.    The  cranial 


Fig.  3.    Skeleton  of  Anencephalus,  as  in  Fig  2. 


nerves  are  present  and  even  in  extensive  spina  bifida,  where  the  cord 
is  flattened  out  exceedingly  and  much  atrophied,  the  spinal  nerves  are 
all  intact. 

The  museums  throughout  the  world  are  rich  in  anencephali,  and  so, 
too,  are  those  of  this  city.  A  few  specimens  illustrating  the  different 
forms  I  shall  briefly  describe. 

Case  I. — This  is  a  foetus  at  about  the  eighth  month  of  gestation, 
measuring  to}/>  inches  in  length  (Fig.  2).   When  we  remember  that  this 
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specimen  lacks  everything  above  the  base  of  the  skull  and  that  its  body 
is  foreshortened  by  the  retroflexion  we  shall  see  that  it  corresponds 
to  a  normal  foetus  of  about  fifteen  inches.  The  sex  was  female,  as  is 
the  case  in  more  than  three-fourths  of  all  anencephali.  On  account  of 
the  marked  lordosis  and  tilting  backwards  of  the  head,  the  neck  furrow 
is  obliterated  and  the  head  seems  to  sink  deeply  into  the  shoulders.  As 
usual,  this  lordosis  is  greatest  in  the  cervical  region  so  that  here  is  left 
a  deep,  empty  cavity  in  the  vertebral  canal.    There  is  no  cranium  be- 


Fig.  4.  Anencephalus. 
(Museum  of  Rush  Medical  College.) 


yond  the  eyebrows,  no  medulla  and  no  brain  except  the  remains  of  a 
ruptured  membranous  sac  covering  a  few  fibers  lying  on  the  base  of 
the  skull.  A  fringe  of  hair  extends  in  a  horse-shoe  form  from  the  mas- 
toid processes  forward  over  the  rudimentary  frontal  region.  Behind  the 
skull  is  covered  with  membrane,  which  extends  over  the  open  vertebral 
canal  to  the  first  lumbar  vertebra.  The  spina  bifida  reaches  to  the  tip 
of  the  sacrum.  The  opening  measures  i-Hs  inches  anteriorly  and  1^4 
inches  at  the  first  lumbar  vertebra.    The  flattened  fibers  of  the  spinal 


Cra  n  io-Rhach  iscli  is  is. 


cord  lie  upon  the  base  of  the  wide  and  shallow  vertebral  canal  under- 
neath the  membrane.  The  skeletal  preparation  (Fig.  3)  of  this  speci- 
men shows  the  condition  of  the  cranium  and  of  the  vertebras,  as  well  as 
the  retroflexion  of  the  foetal  body. 

Case  II. — A  female  foetus  of  about  the  seventh  month,  showing  simi- 
lar conditions  to  the  preceding,  except  that  the  spina  bifida  only  ex- 
tends so  far  as  the  middle  of  the  dorsal  region;  there  is  less  marked 
retroflexion,  there  is  a  pituitary  body  present,  and  slight  rudiments  of 


Fig.  5.  Anencephalus. 
(Museum  of  Rush  Medical  College.) 


cerebrum  in  the  anterior  fossa.  As  before,  the  open  skull  and  vertebral 
canal  are  covered  by  a  continuous  membrane. 

Case  III. — A  male  foetus  between  the  eighth  and  ninth  months,  hav- 
ing entire  absence  of  brain,  spina  bifida  to  the  first  dorsal  vertebra, 
obliteration  of  the  neck  furrow  and  retroflexion  of  the  body  in  the 
cervical  region.  There  is  a  marked  anterior  curve  to  the  cervical  spine. 
There  is  no  medulla  and  the  cord  ends  upwards  at  the  first  dorsal  ver- 
tebra. 
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Case  IV. — A  female  of  about  the  seventh  month  or  less.  The  cranial 
vault  is  entirely  wanting;  a  membrane  covers  the  rudiments  of  cere- 
brum and  cerebellum.  There  is  a  slight  lordosis  of  the  cervical  ver- 
tebrae which  causes  the  head  to  appear  as  if  forced  down  between  the 
shoulders,  but  there  is  no  marked  retroflexion  of  the  foetal  body.  The 
spina  bifida  extends  only  to  the  third  cervical  vertebra. 

Case  V. — A  female  seven  months'  foetus  with  complete  absence  of 
calvarium.  The  base  of  the  skull  is  covered  by  a  membrane  as  far  as 
the  cervical  region.  In  the  anterior  fossa  are  scanty  rudiments  of  brain 
with  some  blood  clot.  The  spina  bifida  involves  only  the  atlas  and 
axis,  and  there  is  no  tilting  back  of  the  head  nor  retroflexion  (Fig.  4). 


Fig.  6.  Proencephalus. 
(Ahlfeld's  Atlas.) 


Case  VI. — A  female  of  nearly  full  term,  without  cranial  vault  and 
with  base  covered  by  membranes  under  which,  in  the  anterior  fossa,  are 
the  minute  traces  of  brain.  There  is  no  fission  of  the  vertebral  canal 
and  no  retroflexion,  on  the  contrary,  the  slight  kyphosis  in  the  cervical 
region  causes  the  head  to  tilt  forward  and  marks  a  very  distinct  neck 
furrow,  so  that  the  chin  rests  on  the  chest  (Fig.  5). 

Case  VII. — A  female  (Fig.  1)  of  full  gestation  and  remarkably 
well  nourished  but  showing  complete  absence  of  calvarium,  cerebrum 
and  cerebellum.  There  is  a  slight  trace  of  medulla  and  pituary  body. 
The  base  of  the  skull  and  the  vertebral  canal  are  covered  by  membrane 
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as  far  as  the  third  cervical  vertebra  where  the  spina  bifida  ends.  The 
base  of  the  skull  rises  above  the  level  of  the  surrounding  parts  of  the 
forehead  and  sides,  which  are  covered  with  a  fringe  of  hair. 

In  all  these  anencephali  there  is  a  considerable  shortening  of  the 
base  of  the  skull  as  well  as  absence  of  the  bones  of  the  vault.  The 
bimastoid  and  the  occipito-mental  diameters  are  much  less  than  would 
be  expected  in  fcetuses  of  the  same  age  and  development.    The  base 


Fig  7.    Hyperencephalus  or  Podencephalus.  (Shefeld.) 

of  the  skull  is  usually  more  concave  than  normal ;  sometimes  convex  in 
the  center  and  concave  at  the  periphery.  This  abnormal  curving  re- 
sults probably  from  the  lack  of  controlling  pressure  of  a  growing 
brain  held  under  a  vault  of  bone.  Thus  the  edges  of  the  base  of  the 
skull  curl  up,  as  it  were,  so  that  the  ears  are  brought  nearer  to  each 
other,  the  nasal  bones  nearer  the  occiput,  and  even  the  eyes  closer  to- 
gether.   Since  the  supraorbital  ridges  are  the  topmost  parts  of  the 
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skull  they  make  the  eyes  appear  very  prominent  and  give  the  appearance 
so  often  alluded  to  of  an  owl  or  a  frog. 

The  genus  exencephalia  is  divided  into  species  according  to  the 
place  in  the  cranium  where  the  bony  defect  is  and  whence  escapes  the 
cerebral  tumor.  This  tumor  is  called  meningocele  if  composed  af  brain 
membranes  containing  fluid,  and  encepolocele  or  hernia  cerebri  if  con- 


Fig.  8.    Hyperencephalus.    (Face  View. ) 
(Museum  of  Rush  Medical  College. ) 

sisting  wholly  or  partly  of  brain  tissue.  The  species  are  designated 
proencephalus,  hyperencephalus,  iniencephalus,  notencephalus,  and  ex- 
encephalus  proper. 

According  to  Raab  (Wiener  med.  Wochenschr.,  Nos.  n,  12  and 
13,  1898)  the  place  of  exit  of  the  encepolocele  is  in  the  occipital  region 
in  over  73  per  cent.,  in  the  frontal  region  in  over  17  per  cent.,  and  in 
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the  base  of  the  skull  in  less  than  10  per  cent.  He  collects  eight  cases 
having  the  tumor  arising  from  the  orbit,  seven  through  the  ethmoid 
and  in  the  frontal  nasal  suture,  frontomaxillary  or  frontolachrymal. 

Defects  in  the  anterior  parts  of  the  skull  allowing  a  protrusion  of 
part  of  the  brain  from  the  anterior  cerebral  vesicle  may  be  generally 
classed  under  the  name  proencephalus  (Fig.  6).  The  bony  defect  may 
be  in  the  ethmoid  and  the  encephalic  tumor  may  present  alongside  the 
nose,  in  the  orbit,  in  the  nasal  cavity  or  in  the  pharynx.  Ahlfeld  de- 
picts in  his  Atlas  a  rather  extensive  tumor  escaping  from  a  defect  in 


Fig.  9.    Hyperencephalus.    (Profile  of  Fig.  8.  > 
(Museum  of  Rush  Medical  College.) 

the  ethmoid  and  presenting  alongside  the  nose.  {Atlas,  Tafel  XLIIL, 
Figs.  18,  19,  20  and  21.)  I  find  no  example  of  proencephalus  in  Chi- 
cago. Rhinencephalus  is  sometimes  the  term  used  to  designate  a  pro- 
encephalus protruding  from  the  nasal  region.  Sometimes  the  defect 
may  be  in  the  frontal  bones  and  the  tumor  will  present  in  the  forehead. 

Hyperencephalus  is  that  species  in  which  the  cranial  defect  is  in 
the  vertex  of  the  skull,  usually  involving  the  frontals  and  parietals. 
This  varies  in  extent  from  a  small  meningeal  tumor  at  the  top  of  the 
head  to  a  tumor  which  contains  almost  the  whole  brain,  and  in  conse- 
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quence  of  which  the  bones  of  the  cranial  vault  are  rudimentary  (Fig. 
7).  The  latter  are  called  podencephalus  by  some  writers.  A  very  in- 
teresting specimen  of  hyperencephalus  is  in  the  Rush  Museum. 

Case  VIII. — (Skeleton.)  This  specimen  was  a  female  foetus  of 
eight  months'  gestation,  well  nourished  and  well  developed,  with  the 
exception  of  the  head  (Fig.  8).  The  vault  of  the  cranium  appears 
merely  as  a  low  ridge  around  the  top  of  the  head.  Upon  the  base  of 
the  skull  and  covered  only  by  membrane  lies  the  brain,  consisting  of 
two  lobes  with  rudiments  of  the  other  structures.  The  cerebral  tumor 
measures  i%xiy2x^  in. 

There  is  only  a  slight  spina  bifida,  involving  one  vertebra,  there  is 


Fig.  10.    Hyperencephalus.    (Skull  of  Fig.  8.) 
(Museum  of  Rush  Medical  College.) 

no  tilting  back  of  the  head  nor  abolition  of  the  neck  furrow.  The  face 
and  neck  are  well  developed,  except  that  the  eyes  are  abnormally  close 
together,  are  much  smaller  than  usual  in  the  same  age,  and  are  closed 
in  tightly  by  minute  eyelids.  The  squamous  plates  of  the  occiput  are 
the  only  prominent  parts  of  the  cranial  bones,  and  these  turn  forward 
so  much  as  to  greatly  foreshorten  the  uppermost  part  of  the  head.  This 
foreshortening  is  best  seen  in  the  profile  picture  (Fig.  9).  Outside 
of  the  head  and  upper  spine  there  were  no  anomalies. 

The  skeletal  preparation  shows  the  concavity  and  foreshortening 
of  the  base  of  the  skull  quite  plainly  (Fig  10).     The  frontal  bones  are 
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represented  only  by  the  orbital  portion  and  by  a  slender  process  which 
extends  backwards  to  articulate  with  the  temporal.  No  trace  of  pari- 
etals  can  be  found.  The  nasal  bones  are  also  entirely  wanting.  The 
temporals  are  fairly  well  developed  as  to  their  mastoid  portions,  but 
have  almost  no  squamous  processes.  The  external  auditory  canals  are 
wanting;  the  tympanic  membranes  looked  downwards  on  either  side. 
Through  the  opening  which  was  covered  by  the  tympanic  membrane 
can  now  be  seen  the  small  bones  of  the  middle  ear.    The  occiput  has 


the  basiliar  and  the  two  condylar  portions  separated  from  each  other 
and  a  widened  foramen  magnum.  The  squamous  portion  is  repre- 
sented by  a  triangular  piece  of  bone  on  either  side  of  an  opening  which 
is  continuous  with  the  foramen  magnum.  This  opening  measures  one- 
half  an  inch  at  its  narrowest  part.  These  squamous  plates  articulate 
with  the  condylar  portion  on  each  side  and  with  the  temporals.  They 
are  turned  forward,  thus  limiting  the  capacity  of  the  cranial  cavity. 


Fig.  ii.  Notencephalus. 
(Museum  of  Rush  Medical  College,) 
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The  atlas  is  the  only  vertebra  which  is  open  posteriorly.  Its  laminae 
are  separated  by  an  interval  of  one-quarter  of  an  inch.  The  rest  of  the 
skeleton  is  normal. 

In  notencephalus  the  hernial  protrusion  of  the  cranial  contents  is 
through  a  defect  in  the  occiput  and  the  tumor  hangs  behind  the  head 
upon  the  neck  like  the  old-fashioned  waterfall  of  our  grandmothers. 
This  tumor  may  be  large  or  small,  containing  very  little  or  most  of  the 
brain,  depending  chiefly  upon  the  size  of  the  opening  in  the  bone.  If 
the  opening  is  large  and  the  main  part  of  the  cranial  contents  pro- 
trudes, the  frontal,  parietal,  and  squamous  temporal  bones  will  be  more 
or  less  rudimentary  and  will  lie  close  to  the  base  of  the  skull,  leaving 
hardly  any  cavity  within.  The  minor  degrees  of  notencephalus  are  not 
necessarily  incompatible  with  life,  although  the  danger  of  injury  to  the 
cerebral  tissues  within  the  bag  at  the  back  of  the  neck  is  so  great  that 
few  live  very  long  even  if  they  survive  the  traumatisms  of  labor.  If 
the  tumor  is  only  a  slight  meningocele  the  child  may  live  for  a  long 
time.  At  least  one  case  is  recorded  where  such  a  person  lived  to  adult 
life. 

Case  IX. — A  female  fcetus  of  the  ninth  month  of  gestation  (Fig. 
ii  ),  measuring  in  length  17  inches,  breadth  across  shoulders  53^  inches, 
bitemporal  diameter  334  inches.  From  the  back  of  the  head  hangs  a 
soft  tumor  measuring  sV^aY^  inches  and  found  to  contain  brain  matter 
with  fluid.  The  decomposition  of  the  specimen  prevented  any  proper 
dissection  of  the  brain.  The  cranial  cavity  is  much  diminished  in 
capacity  and  the  cranial  bones  lie  close  together  and  close  to  the  base, 
but  there  is  a  small  cavity  within,  which,  with  that  in  the  neck,  con- 
tains a  little  brain  substance.  The  cranium  is  covered  with  hair,  which 
extends  part  way  on  the  tumor.  The  atlas  and  axis  are  open  dorsally, 
the  foramen  magnum  is  enlarged,  and  there  is  a  communicating  defect 
in  the  squamous  occiput  forming  with  the  first  a  figure  8.  This  opening 
is  1  inch  at  its  widest  and  ^  of  an  inch  at  its  narrowest.  Through  it 
protrudes  the  notencephalic  tumor.  The  spinal  part  of  the  figure  8 
measures  %  inch  across.    Otherwise  the  fcetus  is  normal. 

Iniencephalus  is  that  species  of  exencephalia  in  which  the  defect  in 
the  skull  is  in  the  occiput,  accompanied  by  a  cervical  spina  bifida  and  by 
extreme  retroflexion  of  the  body  so  that  the  brain  comes  to  lie  upon  the 
bodies  of  the  cervical  vertebrae  but  is  covered  by  the  bones  of  the  cranial 
vault.  The  cranium  and  brain  are  often  of  normal  size.  The  margins 
of  the  occipital  defect  articulate  with  those  of  the  spina  bifida  more 
or  less  completely,  thus  closing  in  the  brain  which,  though  lying  partly 
outside  the  cranial  box,  is  yet  protected  by  a  bony  covering.    In  one 
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variety  of  iniencephalus  there  is  no  external  cerebral  tumor.  This  I 
have  called  iniencephalus  clausus.  In  another  there  may  be  incomplete 
articulation  of  the  occiput  with  the  laminae  of  the  cervical  vertebrae,  so 
that  a  tumor  containing  brain  or  meningeal  fluid  may  protrude.  This 
I  have  called  iniencephalus  apertus.    In  a  monograph  on  iniencephalus 


Fig.  12.  Iniencephalus. 
(Museum  of  Rush  Medical  College.) 

published  a  few  years  ago  in  the  American  Journal  of  Obstetrics*  I 
discussed  the  subject  somewhat  at  length.  Iniencephalus  is  one  of  the 
rarest  forms  of  exencephalia.  I  was  able  to  collect  but  nineteen  cases 
in  the  literature,  besides  three  dissected  by  myself.  Since  then  I  have 
♦January,  1897. 
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found  two  more  specimens  in  the  museum  of  the  Chicago  Medical  Col- 
lege and  three  or  four  more  have  been  reported  by  others. 

Case  X. — A  female  foetus  of  about  the  sixth  month  delivered  in 
my  practice,  along  with  a  normal  uniovular  twin  (Fig.  12).  It  will  be 
sufficient  to  call  attention  to  the  marked  retroflexion  of  the  body  of 
the  foetus,  which  is  so  great  that  the  occiput  and  anus  are  brought 
within  less  than  one  inch  of  each  other.    The  brain  is  entirely  covered 


by  the  cranial  bones  and  lies  partly  in  the  cranium  and  partly  upon  the 
bodies  of  the  cervical  vertebra.  The  foreshortening  of  the  back  of 
the  foetus  causes  a  protrusion  of  the  abdominal  wall  but  not  enough 
to  force  a  defect  in  it  so  that  any  viscera  might  escape. 

Case  XI. —  (Fig.  13.)  A  female  apparently  at  full  term,  showing 
similar  characteristics  to  the  foregoing,  with  the  addition  that  there  is 


Fig.  13.    Iniencephalus  Celosomus. 


(Museum  of  Rush  Medical  College.) 
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a  defect  in  the  abdominal  wall  which  allows  the  protrusion  of  part  of 
the  liver  and  intestines. 

Case  XII. — A  female  of  about  seven  months,  measuring  10^  inches 
in  length,  with  a  bitemporal  diameter  of  213/18  inches.  There  is  less 
marked  retroflexion  than  in  the  two  preceding;  there  is,  however,  con- 
siderable tilting  backwards  of  the  head;  from  the  junction  of  the  occiput 
and  vertebrae  and  slightly  towards  the  right  side  there  protrudes  a  soft 
tumor,  which  was  found  to  contain  brain  and  fluid.  There  is  another 
tumor  in  the  median  line  over  the  dorsal  vertebrae  which  has  all  the 
characteristics  of  a  spinal  meningocele  containing  fluid  and  having 
fibers  of  the  cord  distributed  over  the  inner  surfaces  of  its  sac.   There  is 


talipes  varus  of  both  feet.  This  case  has  already  been  reported,  like  the 
two  preceding.  They  are  examples  of  iniencephalus  clausus  and  this  of 
iniencephalus  apertus.' 

Case  XIII. —  (Fig.  14.)  A  male  foetus  of  the  eighth  month,  from 
the  museum  of  the  Chicago  Medical  College.  It  is  an  iniencephalus 
apertus,  having  three  protruding  tumors  from  the  junction  of  occiput 
and  spinal  column.  In  addition  there  is  extensive  defect  in  the  face 
about  the  mouth  and  in  the  palate. 

Exencephalus  proper  presents  the  same  relation  to  iniencephalus  that 
anencephalus  does  to  the  normal.  That  is  to  say,  there  is  foetal  retro- 
flexion, spina  bifida  of  the  cervical  region,  tilting  back  of  the  head,  the 


Fig.  14.  Iniencephalus. 
(Museum  of  Chicago  Medical  College.) 
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brain  lies  mostly  outside  the  cranial  cavity  upon  the  open  cervical  ver- 
tebrae, but  there  is  a  lack  of  or  a  rudimentary  condition  of  the  bones  of 
the  cranial  vault,  so  that  the  cerebral  tumor  lies  exposed.  The  brain  is 
usually  much  atrophied.  In  some  cases  there  is  a  small  cranial  cavity 
covered  anteriorly  by  rudimentary  frontals  and  parietals.  The  species 
is  rare. 

XIV. — (Fig.  15.)  A  male  foetus  of  about  the  eighth  month 
with  considerable  tilting  backwards  of  the  head  and  neck,  so  that  the 
face  looks  forward  in  the  line  of  the  axis  of  the  body.  The  ears  are 
situated  almost  on  the  shoulders  and  the  neck  furrow  is  obliterated. 
The  brain  lies  exposed  upon  the  base  of  the  skull  and  the  first  few 
vertebrae,  covered  only  by  membranes.  The  only  calcarial  bones  are 
rudiments  along  the  front  and  sides  of  the  head,  so  that  there  is  no 
cranial  cavity.  The  brain  tumor  is  atrophied  and  dried,  now  meas- 
uring only  1^x154x^2  inches.  It  is  divided  into  two  lobes.  The 
spinal  column  is  open  as  far  as  the  tip  of  the  coccyx,  the  vertebrae  are 
flattened  out  and  are  covered  by  a  membrane  continuous  with  that 
covering  the  brain  and  base  of  skull,  under  which  membrane  lie  the 
flattened  fibers  of  the  spinal  cord.  There  is  slight  talipes  varus  of  both 
feet.   The  skin  of  the  neck  and  chest  is  oedematous. 

Case  XV. — A  female  foetus  of  about  the  seventh  month,  measuring 
123^  inches  in  length,  bitemporal  diameter  2^  inches.  The  limbs  and 
body  are  normal;  the  head  is  tilted  back  so  that  the  face  looks  nearly 
forward  in  the  line  of  the  axis  of  the  body;  the  head  is  sunk  between 
the  shoulders  and  the  anterior  neck  furrow  is  wanting.  There  is 
synostosis  of  all  the  cranial  bones;  no  brain  in  the  cranium,  but  all 
represented  in  the  exencephalic  tumor,  which  lies  upon  the  back  of 
the  neck  as  a  small  bilobed  mass  about  as  large  as  a  horse-chestnut. 
It  escapes  from  the  cranium  through  a  heartshaped  opening  in  the 
occiput,  which  is  continuous  below,  with  an  opening  between  the  laminae 
of  the  first  five  cervical  vertebrae.  Besides  this  anomaly  of  the  posterior 
part  of  the  brain  and  skull  there  is  a  condition  anteriorly  known  as 
cyclops.  A  large  eye  occupies  the  center  of  the  face.  It  has  two  corneae 
joined  in  the  median  line,  and  four  eyelids  joined  at  their  inner  ends, 
which  do  not  completely  close  the  eye.  Above  the  eye  is  a  boneless 
proboscis  measuring  54x^  an  inch.  It  contains  a  depression  at  the 
end,  which  admits  a  fine  probe  as  far  as  the  forehead,  where  bone  is 
struck. 

It  remains  now  to  consider  the  causes  of  cranio-rhachischisis.  First 
we  must  turn  our  attention  to  hydrocephalus.  This  is  said  to  be  the 
commonest  of  foetal  diseases.    The  malformation  consists  of  the  ac- 
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cumulation  within  the  cranial  cavity  of  an  excessive  amount  of  fluid. 
Hydrocephalus  is  called  external  when  the  fluid  lies  outside  the  pia 
and  internal  when  the  fluid  lies  inside  the  ventricles.  The  congenital 
form  is  almost  always  the  latter.  The  pressure  of  the  fluid  within 
the  cavity  of  the  developing  cerebral  vesicles  causes  an  atrophy  of  the 
cerebral  tissue  and  a  stretching  of  the  calvarial  bones.  These  are  de- 
veloped from  membrane  and  for  a  long  time  are  soft  and  easily 
stretched ;  besides,  the  intervals  between  them,  which  normally  become 


Fig.  15.    Exencephalus  Proprius. 
(Museum  of  Rush  Medical  College.) 


the  cranial  sutures,  are  capable  of  great  widening  from  the  internal 
pressure.  Thus  it  comes  to  pass  that  the  hydrocephalic  head  becomes 
enormous  in  size  but  contains  very  little  brain.  It  is  foreign  to  my  pur- 
pose to  consider  the  obstetrical  complications  induced  by  this  con- 
dition. The  cause  of  hydrocephalus  is  considered  to  be  a  circulatory 
disturbance  of  the  vascular  system  of  the  embryo,  perhaps  inflammatory, 
which  causes  the  pouring  out  of  the  serum  into  the  cavities  of  the  brain 
vesicles.   With  hydrocephalus  as  with  most  monstrosities  there  usually 
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occurs  hydramnion  and  often  oedema  of  the  integumentary  tissues  of 
the  foetus,  indicating  disturbance  of  circulation.  Now  if  the  effusion 
of  fluid  into  the  ventricles  and  its  consequent  pressure  upon  the  sur- 
rounding tissues  becomes  active  after  the  cranial  covering  becomes 
strong  enough  to  resist  it,  hydrocephalus  will  be  the  result,  while  if 
this  pressure  force  becomes  active  before  the  cranial  covering  can  resist 
anencephalus  or  pseudencephalus  results.  In  either  case  the  develop- 
ment of  the  brain  is  interfered  with  or  prevented.  Sometimes  vascular 
pressure  will  act  comparatively  late  in  embryonic  life,  after  the  bony 
covering  of  the  cerebrospinal  system  is  almost  complete  and  the  small 
spina  bifida  results  or  else  meningocele  of  the  cranium,  escaping  through 
a  small  bony  defect,  or  the  skull  may  be  of  nearly  normal  size  but  the 
brain  completely  atrophied  from  pressure. 

Many  cases  of  cranio-rhachischisis  can  be  explained  by  the  action 


Fig.  16.    Deformities  from  Amniotic  Bands  and  Adhesions. 

of  fluid  within  the  cranial  cavity.  Many  of  the  different  forms  may 
depend  upon  the  time  of  the  exertion  of  the  pressure,  thus  determin- 
ing whether  the  malformation  shall  involve  much  or  little  of  the  cranio- 
vertebral  bony  covering  and  much  or  little  of  the  brain  and  cord  tissue. 
Such  may  explain  hydrocephalus,  anencephalus  and  some  forms  of 
exencephalus,  as  well  as  spina  bifida.  This  explanation  will  not  suffice 
for  all  forms.  Those  malformations  accompanied  by  retroflexion  of 
the  foetal  body  must  have  some  other  causation. 

Here  enters  the  factor  of  amniotic  adhesions.  In  many  cases  of 
cranio-rhachischisis  there  are,  besides  those  in  the  cranio-vertebral  re- 
gion, other  malformations  which  are  admitted  to  be  due  to  the  action  of 
amniotic  adhesions  or  of  bands  of  amnion  pressing  upon  different  parts 
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of  the  embryo.  Such  malformations  are  club-foot,  uterine  amputations 
so-called,  hare-lip,  cleft  palate,  and  the  like.  The  accompanying  picture 
shows  how  amniotic  bands  and  adhesions  may  cause  exencephalus  and 
at  the  same  time  deformity  resulting  from  interference,  with  closure 
of  some  of  the  facial  clefts  (Fig.  16).  The  appearance  of  the  face  of 
an  early  human  embryo  is  familiar.  Bands  of  amnion  or  other  foreign 
bodies  lying  within  the  normal  facial  clefts  and  preventing  closure  for 
a  certain  period  may  cause  a  wide  diversity  of  anomalies,  such  as  hare- 


Fig.  17.  Agnathus  and  Ectromelus. 
(Museum  of  Chicago  Medical  College.) 


lip  and  cleft  palate.  Pressure  from  adherent  amnion  or  by  bands 
may  cause  defects  in  limbs  — so-called  uterine  amputations  (Fig.  17). 
The  picture  of  a  specimen  in  the  Chicago  Medical  College  shows  ex- 
tensive defects  in  the  limbs  and  absence  of  the  lower  jaw.  The  inner 
surface  of  the  amnion  is  composed  of  epithelial  cells  resembling  those 
of  the  endothelial  surface  of  the  peritonaeum.  Circulatory  disturbances 
or  even  an  infectious  amniotitis  not  infrequently  exist,  especially  at 
early  embryonic  periods.    These  disorders  may  easily  cause  adhesions 
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of  the  overlying  amnion  to  some  part  of  the  epiblastic  layer  of  the 
embryo  lying  within.  Such  adhesions  will  manifestly  be  found  more 
often  in  those  regions  where  the  amnion  approaches  most  closely  to 
the  embryo.  Such  a  place  is  the  region  of  the  dorsum  of  the  head  and 
the  anterior  cervical  region  where  the  cephalic  end  of  the  embryo  dips 
down  into  the  ovum.  This  portion  of  the  amnion  is  called  the  cephalic 
hood  and  is  formed  very  early,  before  that  membrane  has  grown  and 
joined  over  the  dorsum  of  the  embryo.   Therefore  adhesions  would  be 


Fig.  18.    Extensive  Fcetal  Retroflexion  causing  Ectopic  Viscera. 
(Museum  of  Chicago  Medical  College.) 

most  prone  to  form  here  if  there  were  any  tendency  for  them  to  form 
anywhere.  The  cells  of  the  cephalic  end  of  the  embryo  proliferate  very 
rapidly  and  the  loss  at  an  early  period  of  even  a  few  of  them  would 
mean  the  loss  of  the  embryonic  representatives  (the  anlagen)  of  a  con- 
siderable portion  of  the  cranial,  cervical  and  cerebral  regions.  The 
adhesion  of  the  amnion  upon  a  series  of  these  embryonic  cells  would  act 
somewhat  like  a  piece  of  sticking  plaster.    The  cells  under  the  ad- 
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herent  amnion  would  be  held  back  from  proliferating  while  the  neigh- 
boring cells  would  go  on  in  their  work  of  developing  the  surrounding 
parts,  so  that  a  greater  or  smaller  defect  would  result.  Therefore,  an 
an  extensive  adhesion  over  the  cranial,  cervical  and  dorsal  regions 
would  produce  extreme  retroflexion  of  the  foetal  body.  The  rest  of 
the  body  would  grow  while  the  part  adherent  would  remain  stationary 
and  at  the  same  time  enough  cells  of  the  embryo  would  be  destroyed 
to  cause  a  defect  in  the  covering  of  the  brain  and  cord  or  of  these 
structures  themselves.  If  the  adhesion  of  amnion  upon  the  dorsum  of 
the  foetus  occur  it  may  fail  to  cause  defect  in  the  cranio-vertebral  cover- 
ing but  may  result  in  retroflexion  of  the  whole  body  on  account  of  fore- 


Fig.  19.    Iniencephalus  with  persisting  Amniotic  Band. 
(Museum  of  Chicago  Medical  College.) 

shortening  of  the  back  (Fig.  18).  Such  a  case  is  seen  in  a  specimen 
from  the  Chicago  Medical  College.  Here  the  turning  backwards  is  so 
great  that  the  abdominal  viscera  prevent  closure  of  the  belly  walls  and 
complete  ectopia  of  those  organs  results.  Ectopia  viscerum  or  celoso- 
mus  may  also  result  from  atrophy  of  the  abdominal  walls  by  direct 
action  of  the  adherent  amnion.  As  the  embryo  grows  the  bands  of 
adherent  amnion  become  stretched  and  atrophied  or  disappear  in  later 
foetal  life.  It  is  not  uncommon,  however,  to  find  such  adhesions  and 
such  bands  in  the  foetus  at  term  or  in  abortions.  The  next  two  cases 
are  illustrations. 

Case  XVI.— (Fig.  19.)    A  male  foetus  at  about  full  term.  This 
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is  a  case  of  iniencephalus  with  marked  retroflexion.  There  is  no 
hare-lip  nor  cleft  palate.  There  is  marked  retroflexion  with  oblitera- 
tion of  the  neck  furrow.  From  the  frontal  region  two  tumors  con- 
taining brain  tissue  escape  by  a  round  defect  in  the  frontal  bones  by  a 
single  pedicle  and  extend  in  front  of  the  forehead  over  each  eye.  These 
tumors  are  covered  with  skin.  The  occiput  is  rudimentary  and  the  pari- 
etals  are  largely  defective,  so  that  a  large  encephalocele  protrudes  on 
each  side  of  the  back  of  the  cranium,  extending  over  the  dorsum  of 
the  foetus.  A  fibrous  band  about  eight  inches  long,  which  was  probably 
attached  to  the  placenta,  runs  out  from  a  small  membranous  patch  be- 


Fig.  20.    Various  Abnormities  resulting  from  Amniotic  Adhesions  in  a  Case  of 

Hydrocephalus. 

(Museum  of  Rush  Medical  College.) 


tween  the  two  dorsal  tumors.  This  is  probably  what  is  left  of  the 
amniotic  bands  and  adhesions  which  caused  the  deformities  present. 

Case  XVII. — This  is  a  remarkable  specimen  contributed  to  the 
Rush  Museum  by  Dr.  Emil  Ries,  in  whose  consultation  practice  the 
birth  of  the  monster  occurred  (Fig.  20).  There  are  no  less  than 
eighteen  anomalies  resulting  from  amniotic  bands  and  adhesions.  The 
skull  was  enlarged  by  internal  hydrocephalus,  so  that  perforation  was 
necessary.  There  is  a  cleft  running  up  from  the  upper  lip  towards  the 
the  left  eye  and  involving  the  left  nostril.    The  cleft  has  healed  across 
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between  the  nose  and  the  lip.  There  is  a  sheet  of  amnion  running 
from  the  placenta  to  the  right  thigh,  almost  amputating  it  just  above 
the  knee  and  twisting  the  leg  half  around.  There  are  amputations  of 
various  toes  and  fingers,  and  other  minor  anomalies.  The  internal  or- 
gans show  little  or  nothing  abnormal.  Experiments  by  Dareste  and 
others  have  demonstrated  beyond  doubt  that  such  adhesions  of  the 
cephalic  hood  of  the  amnion  are  potent  factors  in  the  causation  of 
exencephali  anencephal,,  and  other  forms  of  cranio-rhachischisis  with 
retroflexion  of  the  foetal  body.  The  great  vitality  of  embryonic  tissues 
explains  why  we  do  not  oftener  find  at  birth  evidences  of  these  amniotic 
bands  and  adhesions.  Embryonic  tissues  are  strongly  capable  of  re- 
generation and  the  lesions  in  question  are  very  prone  to  heal  with  the 
resulting  deformity. 
4426  Lake  Avenue. 


SPONTANEOUS    AMPUTATION    OF    BOTH  FALLOPIAN 

TUBES* 

By  Emil  Ries,  M.D.,  Chicago, 

Professor  of  Gynaecology,  Post-Graduate  Medical  School, 

In  September,  1899,  Dr.  C.  T.  Murphy  kindly  asked  me  to  see  a 
case  with  him  which,  on  account  of  its  extraordinary  pathological 
finding,  is  well  worth  recording.  The  patient  was  a  married  woman, 
32  years  old,  whose  menstruation  had  begun  at  the  age  of  13  years  and 
had  been  regular  though  at  times  painful.  For  years  she  had  some 
leucorrhcea.  Married  at  the  age  of  18  years  she  had  one  child  n  years 
ago,  which  is  alive  and  well,  and  two  miscarriages  of  seven  months 
each,  one  twelve,  one  eight  years  ago.  Ever  since  the  first  confinement 
she  has  been  ailing  and  her  menstruation  has  become  scantier  and  more 
painful.  Four  years  ago  her  present  trouble  began  with  severe  pain  in 
abdomen  and  back.  For  a  week  before  I  saw  her  she  was  confined 
to  her  bed  with  severe  ambdominal  pain,  temperature  as  high  as  1030, 
loss  of  appetite,  nausea,  inability  to  move.  She  was  constipated  and 
had  some  burning  pain  on  urinating.  Examining  her  (September  18th) 
I  found  a  small,  thin,  pale,  poorly  nourished  woman  with  a  tempera- 
ture of  990,  pulse  100,  urine  free  from  albumen  and  sugar.  Heart, 


*  Read  before  the  Gynaecological  Society,  December  15,  1899. 
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lungs,  liver,  spleen  without  abnormalities.  No  enlargement  of  lym- 
phatic glands.  The  vulva  and  vagina  contained  a  little  whitish  discharge, 
the  vagina  was  large,  its  walls  smooth.  A  little  pus  could  be  squeezed 
from  the  left  labial  gland,  nothing  from  the  urethra  or  right  labial 
gland.  Cervix  slightly  lacerated  to  the  right  and  left,  uterus  in  ante- 
version;  on  the  left  side  the  ovary  could  be  felt,  on  the  right  side  a 
plainly  fluctuating  and  very  painful  sac.  A  diagnosis  of  inflammation 
of  the  right  appendages  was  made  and  a  vaginal  operation  was  recom- 
mended. 

The  operation  was  performed  on  September  19th  and  lasted  about 
thirty  minutes.  An  incision  was  made  around  the  cervix,  the  bladder 
separated  from  the  uterus  and  peritonaeum  of  the  vesico-uterine  pouch 
opened.  The  uterus  was  brought  down  into  the  vagina  and  it  was 
seen  immediately  that  the  tubes  formed  only  very  small  stumps  on 
either  uterine  horn.    On  the  right  side  the  rest  of  the  tube  presented 


itself  as  a  bluish-black  sac  of  the  size  of  a  goose  egg.  The  operation 
was  then  proceeded  with  so  that  the  ligament  was  severed  after  haem- 
orrhage had  been  provided  against  by  temporary  clamping.  In  this 
way  the  broad  ligament  of  the  left  side  was  severed  and  then  the  uterus 
was  cut  free  posteriorly.  The  uterus  was  pulled  over  to  the  right  side. 
The  clamps  were  removed  step  by  step  as  a  continuous  catgut  suture 
starting  from  the  suspensory  ligament  of  the  ovary  closed  the  broad 
ligament.  The  uterine  artery,  which  was  plainly  visible,  was  ligated. 
Now,  the  same  process  of  first  cutting  and  clamping  and  then  replac- 
ing the  clamps  by  a  continuous  catgut  suture  was  carried  out  on 
the  right  side.  Then  the  pelvis  of  the  patient  presented  a  row  of 
sutures  over  the  right  and  left  broad  ligaments  between  which  the 
dark  sac  of  the  right  tube  was  plainly  visible.  This  sac  was  in  no 
connection  with  the  uterus  or  the  broad  ligaments  where  they  had  been 


Fig.  1. 
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cut  and  sutured,  but  was  held  in  place  by  a' few  thin  bands  of  adhesions 
with  the  right  lateral  pelvic  wall,  which  were  torn  easily  and  required 
only  one  ligature.  Now  the  peritonaeum  of  the  bladder  was  united  to 
that  of  the  cul-de-sac  by  a  continuous  catgut  suture.  Over  this  the 
vagina  was  closed  in  the  same  way  by  a  continuous  catgut  suture.  A 
dressing  of  sterile  gauze  was  placed  in  the  vagina. 

The  patient  made  a  smooth  recovery,  sat  up  in  bed  twenty-four 
hours  after  the  operation,  sat  up  in  chair  and  walked  forty-eight  hours 
after  the  operation,*  and  left  the  hospital  exactly  one  week  after  the 
operation  (September  26th).  Examination  at  this  time  showed  the 
fornix  healed  smoothly,  the  catgut  suture  could  still  be  felt  at  some 
points.  The  general  condition  was  excellent,  patient  was  free  from 
pain.    I  have  seen  her  again  about  one  month  after  the  operation  when 


Fig.  2. 


she  came  in  a  street-car,  a  distance  of  about  seven  miles.  Her  ap- 
pearance was  splendid,  she  looked  stouter  and  stronger,  was  free  from 
all  pain,  had  a  good  appetite  and  regular  digestion.  The  vaginal  scar 
was  linear  and  the  pelvic  condition  presented  nothing  abnormal.  I  have 
again  examined  the  patient  on  December  14th.  She  has  gained  13 
pounds  and  is  able  to  work  as  a  sewing-machine  teacher,  going  to  the 
houses  of  purchasers  and  instructing  them  in  the  use  of  the  machine. 
Her  condition  locally  as  well  as  generally  is  highly  satisfactory. 

The  specimen  removed  by  this  operation  consists  of  uterus,  stumps 
of  both  tubes,  ovaries  and  ovarian  ligaments,  and  the  right  hemato- 
salpinx. The  uterus  (Fig.  1)  is  6.5  centimeters  long,  has  a  good  mus- 
cular wall,  the  fundus  is  well  rounded  and  its  top  reaches  higher  up 
than  the  starting  points  of  the  tubes.    The  stump  of  the  left  tube 

*  '  Some  radical  chanees  in  the  after-treatment  of  celiotomy  cases."  Jour. 
Am.  Med.  Ass.,  August,  1899. 
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has  a  diameter  at  the  base  of  5  millimeters,  its  length  is  above  12  milli- 
meters, below  it  protrudes  only  4  millimeters,  its  length  on  top  is  17 
millimeters,  below  it  protrudes  7  millimeters.  The  stumps  are  soft 
and  tapering  towards  their  ends  where  they  terminate  in  a  very  small 
cone  without  any  opening.  The  peritonaeum  which  covers  the  stump 
of  the  right  tube  extends  from  this  stump  downwards  uninterrupted 
to  the  ovarian  ligament,  investing  the  lateral  edge  of  the  uterus  be- 
tween tubal  stump  and  ovarian  ligament.  On  the  posterior  surface 
of  the  uterus  extending  on  to  the  tubal  stump  some  remnants  of  ad- 
hesions are  found.  Adhesions  are  also  found  on  the  part  of  the  ovary 
near  the  uterus  and  on  the  posterior  or  rather  inner  aspect  of  the  ovary. 
The  right  ovary  contains  a  good-sized  corpus  lutum.  The  left  tubal 
stump  shows  a  few  very  fine  bands  of  adhesions  anteriorly.  The 
peritonaeum  covering  it  again  invests  the  edge  of  the  uterus  down  to 
the  point  of  insertion  of  the  ovarian  ligament.  The  ovary  of  this  side 
is  of  about  the  same  size  as  the  right  one  and  shows  a  few  prominent 
cysts.  Some  bands  of  adhesions  are  also  low  down  on  the  posterior 
surface  of  the  uterus  whereas  the  anterior  surface  is  free  from  ad- 
hesions. 

The  detached  right  tubal  sac  (Fig.  2)  has  a  length  along  its  upper 
border  of  ten  centimeters  and  a  largest  circumference  of  about  9 
centimeters.  It  is  somewhat  pear-shaped,  the  outline  being  irregular 
in  consequence  of  a  number  of  shallow  constrictions.  The  uterine  end 
forms  a  small  cone  completely  closed  and  covered  with  peritonaeum. 
The  abdominal  end  is  rounded  and  shows  a  shallow  dimple  as  a  rem- 
nant of  the  fimbriated  opening.  The  upper  part  of  the  uterine  end 
presents  a  few  thin  bands  of  adhesions,  as  do  also  the  anterior  and 
posterior  surfaces.  There  are  three  small  cysts,  probably  hydropara- 
salpinx,  on  the  lower  surface  of  the  sac.  It  is  important  to  note  that, 
aside  from  the  adhesions,  the  cut  surface  where  the  tube  was  in  connec- 
tion with  the  neighboring  tissues  is  not  more  than  about  10  millimeters 
long  and,  at  its  widest  point,  5  millimeters  wide.  All  the  rest  of  the 
tubal  sac  is  covered  with  smooth  peritonaeum  and  therefore  must  have 
been  unattached. 

On  opening  the  sac  a  serous  fluid  with  a  bloody  tinge  escaped  and 
when  the  tube  is  cut  open  along  its  upper  border  it  is  found  to  present 
on  its  inner  surface  prominent  ridges  corresponding  to  the  slight  con- 
strictions on  the  outside.  The  inside  of  the  sac  is  lined  with  a  blackish 
mucosa,  the  surface  of  which  is  irregular  and  somewhat  ragged.  In 
the  fluid  a  smooth  body  is  found,  of  irregular  shape,  without  any 
pigmentation,  slightly  transparent  and  very  soft.    Microscopic  exam- 
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ination  of  this  body  shows  it  to  consist  of  threads  of  fibrin,  red  and 
white  blood-corpuscles.  Transverse  sections  of  the  wall  of  the  sac 
show  haemorrhagic  infiltration  of  the  tubal  wall  without  any  signs 
of  inflammatory  processes.  The  muscular  wall  is  thin  and  the  fibers 
of  the  wall  are  separated  in  many  places  by  masses  of  red  blood-cor- 
puscles. This  infiltration  with  blood  becomes  even  more  marked  in 
the  mucosa,  where  the  epithelium  of  the  surface  is  lifted  away  in  some 
spots  from  the  underlying  tissue  by  the  masses  of  blood  and  is  flat- 
tened and  thinned ;  at  a  few  points  it  cannot  be  found  at  all.  Deeper 
down  between  the  well-pronounced  folds  of  the  mucosa  the  epithelium 
is  cylindrical,  normal. 

We  have  here  a  case  of  amputation  of  both  tubes  and  formation  of 
hematosalpinx  in  the  detached  abdominal  part  of  the  right  tube,  whereas 
the  left  tube  is  completely  lost  beyond  the  small  stump. 

There  are  two  points  in  this  case  which  can  easily  be  determined 
beyond  any  doubt.  The  one  is  that  the  amputation  is  spontaneous,  as 
neither  the  history  nor  the  examination  of  the  patients  present  the 
slightest  indication  of  operative  interference  with  the  tubes  previous  to 
my  operation.  The  second  point  is  that  the  amputation  and  coclusion 
of  the  tubes  is  an  acquired  one,  as  shown  by  the  three  pregnancies 
which  the  patient  went  through,  as  at  least  one  side  must  have  been 
patent  when  the  patient  conceived. 

Beyond  these  two  points,  however,  there  are  considerable  difficulties 
in  the  interpretation  of  the  pathology  of  the  case. 

There  is,  first  of  all,  the  difference  between  the  two  sides,  one  side 
showing  no  trace  of  tube  beyond  the  small  stump,  while  the  other  side 
presents  a  tumor  of  the  detached  portion  of  the  tube.  What  has  become 
of  the  missing  part  of  the  left  tube?  The  first  possibility  is  that  I  over- 
looked it  in  the  operation  or  that  it  was  so  high  up  that  in  the  vaginal 
operation  it  could  not  be  found.  The  objections  against  this  theory 
are  the  following:  First,  the  most  careful  search  revealed  no  trace  of 
the  tube  either  during  the  operation  or  on  subsequent  bimanual  palpa- 
tion, nor  is  it  likely  that  the  tube  could  not  be  found  during  the  opera- 
tion because  of  its  being  located  too  high  up,  as  an  incomplete  descensus 
of  the  tube  is  not  probable  without  the  ovary  being  affected  in  the 
same  way,  and  the  left  ovary  was  found  in  its  normal  position  in  the 
course  of  the  operation. 

If,  therefore,  we  have  to  assume  that  the  left  tube  was  not  found 
because  there  was  none,  we  have  to  consider  two  further  possibilities, 
one  being  that  the  tube  did  not  develop  at  all — which  is  not  likely,  as 
in  non-development  of  the  tube  the  entire  tube  is  absent  without  a  trace 
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of  a  stump,  and  also  because  the  ovary  of  this  side  was  fully  developed, 
the  other  one  assuming  that  the  tube,  after  having  been  developed,  was 
separated  from  the  uterus  and  the  broad  ligament  by  some  process  and 
became  absorbed.  Such  a  process  of  separation  may  have  taken  place 
during  the  intra-uterine  or  the  extra-uterine  life.  An  intra-uterine 
peritonitis,  for  instance,  may  have  given  rise  to  pseudo-membranes 
which  separated  the  tube  from  the  stump  and  permitted  it  to  become 
absorbed  just  as  parts  of  extremities,  etc.,  may  become  absorbed  after 
strangulation  by  amniotic  bands,  and  in  the  same  way  as  young  em- 
bryos implanted  free  into  the  peritonaeal  cavity  become  absorbed,  as 
described  by  Leopold.  Another  explanation  might  again  be  given  in 
an  incomplete  descensus  of  the  Mullerian  duct  leading  to  overstretch- 
ing of  the  tube  and  thereby  separation  with  subsequent  absorption. 
But  this  is  not  probable,  because,  as  mentioned  above,  the  ovary  had 
gone  through  the  normal  descensus.  In  extra-uterine  life  the  tube  of 
the  left  side  may  have  become  detached  in  consequence  of  peritonitic 
adhesions.  A  few  remnants  of  peritonitic  pseudo-membranes  are  still 
visible  on  the  tubal  stump.  Such  adhesions  have  repeatedly  been  ob- 
served to  cause  amputation  of  the  tube,  as,  for  instance,  by  Rokitansky 
and  by  Klob.  In  a  recent  paper  by  Ruppolt  (Archiv  f.  Gyn.,  Vol.  47) 
a  case  is  described  in  which  the  uterine  end  of  the  tube  has  become 
separated  from  the  abdominal  part  of  the  tube  and  where  the  ovary 
also  has  been  cut  in  two.  In  one  part  of  the  ovary  of  Ruppolt's  case 
a  dermoid  had  developed,  which  had  given  the  indication  for  the  opera- 
tion. In  his  case  there  were  adhesions  between  the  omentum  and  the 
point  where  the  tube  had  become  separated.  He  considers  his  case 
due  to  intra-uterine  peritonitis,  but  it  is  impossible  to  disprove  its^ 
causation  by  peritonitis  in  extra-uterine  life  even  though  the  history 
of  the  patient  do  not  contain  any  definite  data  in  this  respect. 

It  is  a  priori  very  probable  that  in  my  case  a  localized  peritonitis 
had  given  rise  to  the  amputation  of  the  right  tube  at  the  uterine  end. 
The  remnants  of  such  a  peritonitis  are  still  to  be  found  in  the  occlu- 
sion of  the  abdominal  end  of  the  right  tube  and  in  the  pseudo-mem- 
branes on  the  posterior  wall  of  the  uterus,  of  the  ovary,  etc.  (see  above). 
Formation  of  tumors  in  the  ovary  and  subsequent  overstretching  of 
the  tube,  which  partakes  in  the  formation  of  the  pedicle  of  the  ovarian 
tumor  has  repeatedly  been  observed  to  produce  amputation  of  the  tube. 
I  have  observed  such  a  case  in  an  operation  for  dermoid  of  the  right 
ovary,  where  the  tube  formed  only  a  very  short  stump,  ending  in  an 
occluded  small  cone.  But  in  the  case  under  discussion  now  there  was 
no  tumor  of  the  ovary.    It  is  also  possible  that  in  the  migration  of  the 
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tube  along  with  the  pregnant  uterus  the  left  tube  was  carried  high  up 
into  the  abdominal  cavity,  then  became  adherent,  and  subsequently, 
when  the  uterus  retired  again  into  the  pelvic  cavity,  could  not  follow 
and  was  then  so  overstretched  that  it  gave  way  near  the  uterus  and 
either  still  is  high  up  somewhere  in  the  peritoneal  cavity  or  has  become 
absorbed. 

If  we  turn  to  the  right  side  of  the  specimen  we  have,  as  already 
mentioned,  evidence  of  peritonitis  in  the  occlusion  of  the  abdominal  end 
of  the  tube  and  in  adhesions  which  the  specimen  shows  very  plainly. 
This  would  favor  the  theory  that  the  amputation  of  the  uterine  end 
of  the  tube  on  the  right  is  also  due  to  these  peritonitic  membranes. 
But  here  another  point  has  to  be  taken  into  consideration,  the  presence 
of  the  hematosalpinx  on  this  side.  The  microscopic  examination  of 
the  tubal  sac  shows  plainly  that  we  have  to  deal,  not  with  a  hsemor- 
rhagic  inflammation,  but  with  a  hsemorrhagic  infiltration  of  the  wall 
of  a  hydrosalpinx.  What  caused  this  hsemorrhagic  infiltration?  In 
answering  this  question  it  will  be  well  to  take  into  account  the  results 
of  a  paper  by  Praeger  (Arch.  f.  Gyn.,  Vol.  58).  In  this  paper  twenty- 
two  cases  of  tubal  tumors  are  reported,  in  which  torsion  of  the  pedicle  of 
the  tubal  tumor  had  taken  place.  It  is  clearly  demonstrated  in  this 
review  of  Praeger's  that  in  consequence  of  such  torsion  of  the  pedicle 
hemorrhagic  infiltration,  sometimes  proceeding  even  to  hsemorrhagic 
necrosis,  takes  place,  and  also  that  in  consequence  of  this  torsion  of 
the  pedicle  of  the  tubal  tumor  the  tube  may  become  so  much  twisted 
that  an  amputation  as  a  consequence  is  not  impossible.  In  two  cases 
reported  by  Von  Herff  and  Hirst  the  tube  had  become  almost  com- 
pletely severed  at  the  point  of  the  twist. 

Is  it  not  possible  that  in  our  case  the  right  tube  became  separated 
in  consequence  of  such  torsion  of  its  pedicle?  The  exceedingly  small 
size  of  the  pedicle  of  the  hematosalpinx,  as  described  above,  would 
certainly  favor  such  torsion  of  the  pedicle.  But  though  such  an  eti- 
ology of  the  case  would  stamp  it  as  highly  interesting,  in  fact,  as  a 
unique  case  I  have  seen  myself  obliged  to  abandon  this  theory.  The 
symptoms  of  an  acute  inflammatory  condition  in  the  pelvis  of  the  pa- 
tient, which  she  had  for  a  short  time  before  I  operated,  and  which 
usually  accompany  torsion  of  the  pedicle  of  a  tubal  tumor,  the  condition 
of  the  pedicle,  the  microscopic  findings  in  the  tube  which  show  the 
hematosalpinx  to  be  of  recent  date,  make  it  necessary  to  assume  that  the 
hemorrhagic  infiltration  of  the  tubal  wall  is  of  recent  origin,  whereas 
the  amputated  stumps  and  the  occlusion  of  the  abdominal  end  are 
plainly  of  older  date.    Though  I  have  no  doubt  but  what  the  patient's 
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right  hydrosalpinx  had  undergone  torsion  of  the  pedicle  at  the  time 
when  she  was  taken  sick,  I  cannot  believe  that  the  amputation  of  the 
tube  was  also  produced  by  this  torsion.  I  rather  believe  that  in  con- 
sequence of  a  peritonitis  with  formation  of  pseudo-membranes  the 
right  tube  as  well  as  the  left  became  amputated,  the  right  tube  occluded 
at  its  abdominal  end,  a  hydrosalpinx  formed  with  a  very  small  pedicle. 
This  pedicle  subsequently  became  twisted,  hematosalpinx  formed,  giv- 
ing rise  to  the  acute  symptoms,  which  necessitated  operative  interfer- 
ence. 

As  to  the  operative  treatment  in  this  case,  it  might  be  questioned 
whether  the  radical  procedures  which  I  followed  were  justified  or  if  it 
would  not  have  been  better  to  try  conservative  methods.  Through  the 
ingenuity  of  our  president,  Dr.  T.  J.  Watkins,  we  possess  an  operation 
which  enables  us  to  join  the  isthmic  portion  of  the  tube  with  the  uterus 
after  the  connection  between  the  two  has  been  interrupted,  be  it  by 
operative  interference  or  as  in  this  case  by  pathological  conditions.  A 
salpingo-hystero-anastomosis  could  have  been  performed  in  this  case. 
I  might  have  opened  the  abdominal  end  of  the  tube,  permitting  the 
escape  of  the  contents  of  the  tube,  might  have  cut  open  the  uterine 
end  of  the  hematosalpinx,  might  have  removed  the  uterine  stump  of 
the  tube,  incising  the  uterine  horn  clear  down  to  the  cavity,  and  might 
then  have  inserted  the  tube  into  the  uterus.  But  as  I  had  to  deal  with 
an  infected  uterus  and  with  a  tube  which  had  been  inflamed  and  about 
the  asepsis  of  which  I  could  not  state  anything  positively  at  the  time  of 
the  operation,  I  preferred  radical  measures.  At  any  rate,  if  I  had 
tried  to  be  conservative  it  would  have  been  necessary  to  give  the  right 
tube  a  better  pedicle  than  it  had,  in  order  to  insure  its  nutrition  and  to 
prevent  the  return  of  the  torsion  of  the  pedicle.  Though  it  is  a  more 
pleasant  task  for  the  surgeon  to  return  organs  damaged  by  pathological 
processes  to  their  normal  functions  rather  than  to  remove  them,  in 
this  case  I  did  not  feel  called  upon  to  reconstruct  a  female  sexual 
apparatus  which,  by  its  pathological  changes,  had  become  a  danger  to 
the  woman's  health. 

too  State  Street. 
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A  REVIEW  OF  THE  NON-OPERATIVE  TREATMENT  OF 
CERTAIN  PELVIC  INFLAMMATORY  LESIONS.* 

By  John  G.  Clark,  M.D.,  Philadelphia. 

Professor  of  Gynaecology  in  the  University  ot  Pennsylvania. 

In  an  extensive  article  (Zeitschrift  filr  Geburtshiilfe  und  Gyn'dko- 
logie,  Vol.  XLIL,  1900),  C.  H.  Stratz  considers  the  conservative  treat- 
ment of  inflammatory  conditions  of  the  pelvic  organs.  He  does  not 
definitely  localize  the  inflammatory  conditions  under  such  names  as 
perioophoritis,  perisalpingitis,  salpingitis,  etc.,  but  says  that  the  treat- 
ment which  he  has  instituted  has  been  towards  the  relief  of  he  inflam- 
mation in  general.  He  says  that  of  over  800  cases  of  disease  of  the 
adnexa,  seen  in  his  dispensary  service,  only  20  have  been  submitted  to 
operation. 

If  Stratz's  statistics  have  been  carefully  compiled,  the  method  of 
treatment  which  he  has  employed  in  pelvic  inflammation  has  given 
good  results.  During  the  operative  era  of  the  past  decade,  we  have 
possibly  come  to  look  upon  the  removal  of  inflammatory  affections, 
especially  when  there  are  purulent  accumulations,  a  necessary  life-saving 
measure.  Certainly  a  more  rapid  convalescence  may  be  secured  in 
this  way,  but  the  question  has  arisen  in  the  minds  of  many  gynaecolo- 
gists as  to  whether  good  results  may  not  also  be  obtained  by  more 
conservative  methods.  As  we  have  learned  through  long  observation, 
pyosalpinx  comparatively  rarely  causes  a  general  peritonitis  through 
rupture.  So  slight  is  the  danger  in  this  direction  that  we  frequently 
permit  patients  to  go  several  days  before  resorting  to  operation,  in 
the  hope  that  there  may  be  some  amelioration  of  symptoms  before 
operation  is  undertaken. 

Freund,  who  has  been  very  active  as  an  operator  and  therefore 
cannot  be  looked  upon  as  unduly  timid,  speaks  favorably  of  the  possi- 
bilities of  conservative  treatment  of  even  such  a  condition  as  pyosal- 
pinx. 

The  employment  of  hot  water  to  allay  pelvic  inflammations  is 
not  new,  for  such  eminent  authorities  as  Trousseau,  Kiwisch  and 
Emmet  have  recommended  it  in  the  past.  Bertram,  however,  was  per- 
haps the  first  to  take  up  the  subject  in  an  extensive  manner.  Through 
vaginal  douches  of  hot  water,  38  to  40  C,  he  claims  to  have  se- 

•Read  before  the  Philadelphia  Obstetrical  Society,  March  1,  1900. 
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cured  most  satisfactory  results  in  the  treatment  of  metritis,  endome- 
tritis, colpitis,  and  pelvioperitonitis.  The  duration  of  the  treatment 
is  from  four  to  twelve  weeks.  Of  126  cases,  57  were  entirely  healed 
or  markedly  improved.  A  temperature  of  40  C.  can  only  be  borne 
when  it  is  very  gradually  brought  up  to  this  point  and  it  is  necessary  to 
protect  the  external  genital  organs  with  ointments,  because  it  is  found 
that  the  vagina  and  cervix  may  bear,  without  pain,  a  considerably 
higher  temperature  than  the  external  parts. 

In  order  to  prevent  pain  in  the  external  organs  during  the  injec- 
tion of  the  hot  water  Stratz  has  invented  a  special  douche  apparatus, 
which  delivers  the  stream  of  flowing  water  directly  against  the  cervix 
and  vaginal  fornices,  and  in  its  recurrent  flow  does  not  touch  the  exter- 
nal surfaces.  This  instrument  is  of  hard  rubber  and  funnel-shaped, 
the  conical  portion  of  the  instrument  fitting  accurately  into  the  vagina 
and  the  nozzle  which  leads  from  it  is  of  sufficient  length  to  reach  the 
cervix. 

In  order  to  obtain  the  best  results,  the  douche  should  at  first  be 
given  by  a  skilled  person,  preferably  by  the  physician  or  a  nurse.  The 
temperature  of  the  irrigating  fluid  is  gradually  raised  from  48  to  50  C. 
and  at  least  four  quarts  are  used  daily.  It  is  possible  to  raise  the 
temperature  to  60  C,  but  this  must  be  most  carefully  done.  To 
obtain  the  best  results,  the  pelvis  should  slightly  be  elevated.  After 
the  irrigation,  a  glycerine,  or  potassium  with  glycerine  tampon 
should  be  applied.  While  this  treatment  may  be  left  in  the  hands 
of  some  patients,  Stratz  claims  that  the  best  results  may  only  be  ob- 
tained through  systematic  treatment  by  the  physician  himself. 

From  his  polyclinic,  Stratz  has  selected  17  cases  which  he  claims 
demonstrate  the  efficacy  of  this  treatment.  The  diagnosis  in  the  17 
cases  were  as  follows: 

Case  I. — Young  woman  of  24  years,  post-operative  infection, 
perimitritis  posterior  sinistra.  Treatment  began  November  15,  1898. 
On  the  eigth  day  after  the  douches  were  begun  pain  had  disappeared. 
On  the  twentieth  day  there  was  only  an  infiltration  of  the  left  Doug- 
las' fold.  Fifteen  days  later  the  tissues  had  returned  to  their  normal 
condition. 

Case  II. — Young  woman  26  years  of  age.  Tuberculous  infec- 
tion, salpingitis  suppurativa  dextra,  perimetrosalpingitis,  peritonitis 
adhesiva.  Treatment  began  January  13,  1898.  At  that  time  the  abdo- 
men was  extremely  sensitive  to  the  lightest  touch ;  patient  suffered 
from  nausea  and  vomiting,  and  great  weakness ;  temperature  con- 
siderably elevated ;  fluctuating  painful  tumor  in  the  right  side,  slightly 
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movable,  adherent  to  the  surrounding  intestines.  Uterus  enlarged 
and  retroverted ;  left  adnexa  thickened  and  very  sensitive.  Daily  hot 
douches  at  48°  C,  and  the  envelopment  of  the  abdomen  with  moistened 
pad  spread  with  ichthyol ;  every  second  day  warm  bath.  February  3d, 
pain  less,  tumor  on  the  right  side  smaller  and  denser;  adhesions  had 
disappeared.  Uterus  curetted,  and  in  ten  days  the  patient  was  dis- 
charged from  the  hospital.  Patient  reported  twice  weekly  at  the  dis- 
pensary, and  although  the  menorrhagia  and  the  dysmenorrhcea  of 
which  she  formerly  complained  had  disappeared,  nevertheless  there 
was  still  pain  in  the  lower  abdomen  and  general  weakness.  The  pa- 
tient about  this  time  was  lost  sight  of  for  several  months,  and  then 
came  back  to  the  clinic  still  complaining,  although  her  general  condi- 
tion was  very  greatly  improved.  The  tumor  had  not  decreased  in  size 
and  remained  about  the  same. 

In  this  case  only  an  alleviation  of  symptoms  resulted  from  the 
treatment. 

Reviezver  s  Criticism. — In  such  a  case  as  this  the  treatment  pur- 
sued was,  at  the  best,  very  questionable,  for,  as  we  see,  the  results  were 
by  no  means  satisfactory.  The  thorough  drainage  of  the  pelvis  through 
an  incision  posterior  to  the  cervix  or  an  abdominal  section  for  removal 
of  the  pyosalpinx  would  most  likely  have  accomplished  better  results. 
The  relief  of  the  dysmenorrhcea  and  menorrhagia  was  most  likely 
attributable  to  the  dilatation  and  curettage.  According  to  my  view- 
point this  case  does  not  prove  the  value  of  Stratz's  method. 

Case  III. — Young  woman  of  17  years.  Double  oophorosalpin- 
gitis, perisalpingitis  (left),  peritonitis  adhesiva.  February  4,  1898, 
patient  complained  of  severe  pain  in  the  abdomen  and  constant 
whitish  discharge  from  the  vagina.  Uterus  in  retroflexion.  On  right 
side  there  is  a  fluctuating,  painful  tumor,  adherent  to  the  caecum. 
Left  adnexa  slightly  swollen  and  very  painful.  In  the  vaginal  secre- 
tion the  gonococcus  was  demonstrated.  Treatment,  hot  irriga- 
tions at  40  C,  tampons  and  moist  abdominal  compress  saturated  with 
ichthyol.  Hot  baths  and  rest  in  bed.  February  15th,  tumor  much 
smaller,  less  painful,  fluctuation  no  longer  present,  adhesions  have 
disappeared.  She  was  treated  twenty  days  in  the  hospital  and  then 
came  twice  a  week  to  the  dispensary,  for  the  application  of  ichthyol 
tampons.  Hot  irrigations  were  carried  out  daily  by  the  patient  herself. 
June  18th,  left  tube  and  ovary  normal,  uterus  in  normal  position;  on 
the  right  side  the  tumor  has  disappeared  and  only  a  few  sensitive 
points  of  adhesions  are  palpable.  By  the  end  of  July  the  internal 
genital  organs  had  become  perfectly  normal  and  the  patient  had  ceased 
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to  complain.  After  six  months'  complete  freedom  from  pain  the  pa- 
tient had  a  recurrence  of  the  gonorrhoeal  infection  and  returned  to 
the  hospital  February  14,  1899.  On  admission  into  the  hospital  pa- 
tient's temperature  considerably  elevated,  no  white  discharge;  on  both 
sides  the  perimetrium  was  excessively  sensitive.  Through  the  same 
treatment  as  carried  out  in  her  first  attack,  the  temperature  sank  to 
normal  and  in  five  days  the  pain  had  ceased.  By  the  end  of  March 
the  patient  was  again  completely  healed. 

Reviewer's  Criticism. — Frequently  the  natural  history  of  gonor- 
rhoeal infection  runs  exactly  this  course  when  treated  by  simple  rest 
in  bed.  In  this  class  of  cases,  however,  I  should  adopt  the  conserva- 
tive course  before  resorting  to  operation.  Gonorrhoea  is  frequently 
a  very  chronic  disease  when  it  once  settles  in  the  tubes,  but  under  proper 
treatment  spontaneous  cure  is  noted. 

Case  IV. — Young  woman  of  24  years.  Perisalpingitis  (left), 
pelvioperitonitis  adhesiva.  Admitted  to  the  hospital  April  24,  1898,  suf- 
fering from  dysmenorrhea  and  severe  pain  in  the  right  side.  Very 
sensitive,  slightly  movable  tumor  of  the  right  adnexa,  which  appears  to 
be  an  enlarged  tube.  Uterus  seems  enlarged,  left  adnexa  normal,  ad- 
hesions between  the  tumor  and  loops  of  intestines.  The  patient  was 
treated  with  hot  douches  and  ichthyol  tampons.  May  14th,  tumor 
considerably  smaller  and  quite  movable.  Admitted  to  the  hospital  for 
dilatation  of  the  cervix  and  curettage  of  the  uterus  and  release  of  ad- 
hesions under  ether.  Following  this,  hot  douches  were  continuously 
employed.  June  3d,  with  the  exception  of  the  slight  thickening  of  the 
right  tube  and  infiltration  in  Douglas's  sac  the  internal  genital  or- 
gans were  normal.  Treatment  for  three  months  in  polyclinic  with 
hot  douches  resulted  in  complete  relief  of  symptoms,  and  restoration 
of  the  genital  organs  to  the  normal. 

Case  V. — 31  years  old.  Puerperal  infection;  hydrosalpinx  (left), 
periophoritis,  peritonitis  adhesiva.  As  the  result  of  an  abortion  in 
the  second  month,  the  patient  became  highly  feverish,  suffered  greatly 
with  weakness  and  great  pain  in  the  lower  abdomen.  June  ioth,  tem- 
perature considerably  above  normal.  Uterus  soft,  enlarged,  deviated 
towards  the  right,  excessively  tender  on  touch.  Right  adnexa  free, 
normal;  left  adnexa  converted  into  a  large  fluctuating,  very  painful 
tumor,  which  reaches  to  within  two  fingers  of  the  umbilicus,  slightly 
movable  and  adherent  to  the  intestines.  With  extreme  precaution  the 
uterus  was  curetted  and  a  mass  removed,  which  proved  on  microscopic 
examination  to  be  decidua.  Following  operation,  hot  douches,  hot 
ichthyol  compresses  over  the  abdomen,  and  warm  baths  were  employed 
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Tumor  presented  the  clinical  picture  of  an  acute  pyosalpinx.  On 
third  day  of  the  treatment,  patient  was  without  fever  and  after  one 
week  pain  disappeared.  The  bleeding  ceased  and  the  patient  in- 
creased in  strength  rapidly  and  the  tumor  sank  into  Douglas's  cul-de- 
sac.  After  fifteen  days  the  patient  returned  home,  where  she  continued 
the  hot  water  injections  daily.  March  9,  1899,  the  tumor  was  less 
painful  and  decreased  considerably  in  size;  at  this  time  she  was  ad- 
mitted to  the  hospital  and  tumor  was  removed  by  a  posterior  incision 
in  the  vagina.  Subsequent  to  this  operation  the  patient  became  en- 
tirely well. 

Reviewer's  Criticism. — This  case  is  of  no  value  so  far  as  the  effect 
of  palliative  treatment  is  concerned,  but  shows  conclusively  that  when 
there  is  a  large  accumulation  of  pus  or  water  the  sac  should  be  opened 
or  removed. 

Case  VI. — 24  years  old.  Pelviocelulitis,  peritonitis  adhesiva. 
Subsequent  to  an  operation  for  appendicitis  the  patient  suffered  se- 
verely from  peritonitis  and  right-sided  perimetritis,  which  confined 
her  to  bed  for  two  months.  Admitted  to  the  hospital  August  20,  1898, 
suffering  from  great  weakness,  nausea  and  vomiting;  on  the  right 
side  the  appendages  were  adherent  to  the  caecum  and  were  excessively 
tender.  Treatment,  hot  douches,  pelvic  massage,  hot  baths.  Sep- 
tember 9,  1898,  pain  had  disappeared,  no  vomiting.  After  the  pelvic 
massage,  the  adhesions  are  still  somewhat  painful.  On  October  15th, 
the  adhesions  had  disappeared,  slight  thickening  of  the  right  ad- 
nexa, otherwise  organs  are  normal.  January  9,  1899,  patient  well 
and  strong. 

Reviewer's  Criticism. — In  such  a  case  as  this  I  look  upon  the  treat- 
ment as  ideal,  and  never  to  be  replaced  by  operation,  for  in  such  cases 
there  is  a  cellular  infiltration  rather  than  an  accumulation  of  pus. 

Case  VII. — 24  years  old.  Salpingitis  (left).  General  gonorrhceal 
infection.  For  the  last  few  months  patient  has  suffered  from  pain 
in  the  abdomen  and  metrorrhagia.  January  8,  1899,  uterus  enlarged, 
movable,  normal  position,  but  painful.  Right  adnexa  normal,  left 
adnexa  converted  into  a  movable  and  very  painful  tumor.  Curettage 
of  the  uterus;  bleeding  ceased  after  three  days,  and  on  the  seventh 
day  pain  had  disappeared.  Treatment  subsequent  to  operation,  hot 
douches  and  ichthyol  tampons.  January  24th,  tumor  on  left  side 
much  smaller,  not  painful.  After  one  month's  subsequent  treatment 
in  the  dispensary  pain  had  entirely  disappeared  and  patient  was  well. 

Case  VIII. — 25  years  of  age.  Ruptured  tubal  pregnancy;  haema- 
toma  of  the  left  broad  ligament.    February  3,  1899,  slightly  sensi- 
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tive  resistant  tumor  of  the  left  broad  ligament,  which  spread  into 
Douglas's  cul-de-sac.  Uterus  soft  and  enlarged.  Rest  in  bed.  On 
the  nth  of  February  daily  douches  of  hot  water  were  begun;  pain 
disappeared  on  the  fifth  day  thereafter.  February  18th,  almost  com- 
plete reabsorption  of  the  hsematoma,  with  the  exception  of  slight 
swelling  in  the  ovarian  region.  In  the  middle  of  the  left  tube  an  area 
of  thickening.  March  30th,  structures  normal ;  pain  has  entirely  dis- 
appeared. 

Reviewer's  Criticism. — It  is  a  well-known  fact,  as  observed  clin- 
ically and  proved  experimentally  by  Leopold,  that  free  blood  in  the 
peritonaeal  cavity  is  more  or  less  rapidly  absorbed.  In  this  case  the 
use  of  the  hot  douches  may  have  expedited  this  process. 

Case  IX. — Woman  32  years  of  age.  Tuberculous  infection,  double 
oophorosalpingitis,  perimetritis  (left),  periophoritis  adhesiva;  cer- 
vical catarrh.  April  6,  1898,  uterus  soft,  cervix  long  and  thick,  both 
tubes  considerably  enlarged  and  thickened.  In  the  right  perimetrium 
there  was  a  hard  mass  which  extended  towards  the  sacroiliac  articula- 
tion. Through  the  assistance  of  Roentgen  rays  it  was  found  that  the 
inflammation  of  the  perimetrium  of  the  right  side  had  apparently 
been  secondary  to  tuberculous  disease  of  the  iliosacral  joint.  After 
treatment  for  considerable  time  in  the  orthopaedic  dispensary,  the  pa- 
tient returned  to  the  gynaecological  dispensary  March  18,  1899.  Eight 
days  after  beginning  the  treatment  with  hot  irrigations  pain  disap- 
peared, but  so  far  as  the  local  examination  shows  there  was  little  im- 
provement thirty  days  later  in  the  local  condition.  In  July  the  uterus 
and  cervix  were  removed. 

Reviewer's  Criticism. — In  such  an  instance  as  this,  little  was  to  be 
expected  of  the  hot-water  treatment,  and  it  is  surprising  that  Stratz  has 
included  this  case  as  in  any  sense  proving  the  value  of  his  treatment. 
It  may  have  alleviated  pain,  but  certainly  was  of  little  curative  value, 
as  proved  by  the  fact  that  a  radical  operation  was  a  final  resort. 

Case  X. — Patient  22  years  of  age.  Post-puerperal  infection,  en- 
dometritis, perimetritis  (left),  pelvioperitonitis  adhesiva.  Since  the 
birth  of  her  last  child  patient  has  had  severe  pain  in  the  left  side;  menses 
very  abundant.  December  18,  1898,  uterus  greatly  enlarged  and  very 
sensitive,  the  adnexa  of  the  left  side  considerably  thickened  and  ad- 
herent to  the  uterus  through  many  adhesions.  Curettage  and  release 
of  adhesions  under  ether;  the  subsequent  day  hot  douches  were  begun. 
In  two  days  pain  had  disappeared.  December  30th,  after  ten  days' 
treatment,  the  pathological  conditions  had  disappeared,  with  the  ex- 
ception of  slight  fixation  of  the  left  ovary.    After  eight  days'  further 


Non-Operative  Treatment  of  Pelvic  Inflammatory  Lesions.  339 


treatment,  pain  had  entirely  disappeared.  In  two  months  thereafter 
the  patient  again  became  pregnant. 

Reviewer's  Criticism. — In  this  case  there  may  have  been  some 
value  in  the  hot-water  treatment,  although  the  operative  measures 
would  appear  to  have  brought  about  good  results.  Certainly  in  such 
a  case  as  this  the  hot-water  injection  should  be  used  subsequent  to 
operation. 

Case  XI. — 20  years  of  age.  Tuberculous  infection ;  left  side  perisal- 
pingitis, peritonitis  adhesiva.  Amenorrhcea  part  of  the  time.  When  flow 
appears  it  is  accompanied  with  great  pain.  Pain  in  abdomen  of  late  has 
become  more  severe.  January  7,  1899,  uterus  in  retroversion,  fixed  by 
adhesions.  On  the  left  side  a  very  sensitive  adherent  tumor.  Right 
adnexa  normal.  Treatment  hot  douches.  January  18,  after  fifteen 
days'  treatment  there  was  only  slight  infiltration  of  Douglas's  cul- 
de-sac  and  thickening  of  the  tube;  subjective  condition  very  good. 
On  her  return  home  the  patient  had  a  recurrence  of  the  trouble,  which, 
however,  gave  way  to  the  same  treatment,  and  on  the  8th  of  March 
she  was  reported  as  entirely  well. 

Reviewer's  Criticism. — As  to  the  permanent  cure  in  such  a  case 
as  this,  we  are  justified  in  having  some  scepticism,  for  a  recurrence 
is  likely  at  any  time.  The  freedom  with  which  Stratz  diagnosticates 
tuberculous  involvement  without  a  microscopic  examination  or  a 
visual  inspection  lays  him  open  to  the  criticism  of  being  somewhat 
haphazard  in  his  diagnostic  methods. 

Case  XII. — 18  years  of  age.  Oophorasalpingitis  (left),  pelveo- 
peritonitis  adhesiva,  streptococcus  infection.  Menstruation  irregular, 
very  profuse,  lasting  fourteen  days,  pain  in  the  left  side.  April  6th, 
uterus  in  normal  position,  left  adnexa  normal,  right  painful,  con- 
verted into  a  tumor  which  was  adherent  to  the  intestines.  April  15th, 
intestinal  lesions  have  disappeared  with  the  exception  of  a  slight 
thickening  of  the  right  tube;  no  further  pathological  condition  is 
noted.  Pain  has  disappeared.  In  the  following  August  patient  had  a 
slight  recurrence  in  the  left  side,  which,  however,  was  cured  in  six 
days'  treatment. 

Case  XIII. — 32  years  of  age.  Metrosalpingitis,  peritonitis  ad- 
hesiva. Patient  had  been  married  six  years,  and  is  sterile.  Is  said 
to  have  contracted  gonorrhoea  after  her  marriage.  For  the  last  year 
has  had  dragging  pain  in  the  abdomen,  which  has  become  extremely 
painful  since  February.  May  31,  uterus  enlarged,  sensitive,  retro- 
flexed,  adherent,  both  adnexa  thickened,  very  painful  and  adherent  to 
the  intestines.    June  8th,  admitted  to  the  clinic,  when  the  hot  baths, 
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ichthyol  compresses,  and  hot  vaginal  douches  were  begun.  June  19th, 
uterus  and  right  adnexa  movable.  Left  still  adherent.  Pains  have 
disappeared. 

Case  XIV. — 40  years  of  age.  Retroflexio  uteri  fixata,  saipingo- 
oophoritis,  pelveo  cellulitis,  peritonitis  adhesiva.  For  the  last  seven 
years  patient  has  had  severe  pain  on  both  sides  of  the  sacrum,  which 
is  greatly  increased  by  menstruation.  May  24,  1899,  abdomen  on 
slightest  touch  very  painful.  Uterus  fixed  in  retroflexion.  On  both 
sides  hard,  irregular  tumors  are  felt,  which  are  adherent  to  the  intes- 
tines. Rectum  surrounded  by  inflammatory  exudate.  August  16th, 
uterus  movable,  exudate  along  the  rectum  and  Douglas's  sac  reab- 
sorbed, left  adnexa  movable,  right  greatly  decreased  in  size.  Not- 
withstanding the  reabsorption  of  the  exudate,  the  patient  still  com- 
plains of  the  same  pains. 

Reviezver's  Criticism. — Certainly  from  the  subjective  improvement 
Stratz  can  claim  little  for  his  treatment  in  this  case,  for  as  noted 
above,  there  was  no  lessening  of  pain.  In  a  woman  40  years  of  age, 
after  having  tried  this  line  of  treatment,  it  would  appear  that  nothing 
less  than  the  removal  of  the  appendages  would  be  of  any  value  in 
relieving  the  patient. 

Case  XV. — 23  years  of  age.  Perioophoritis  (double),  peritonitis 
adhesiva.  June  16,  1899,  both  tubes  thickened,  very  sensitive  on 
pressure.  Douglas's  folds  infiltrated  and  painful.  Patient  very 
anaemic.  June  21,  admitted  to  clinic,  when  streptococci  were  found  in 
the  vaginal  secretion.  Treatment,  hot  irrigations  and  glycerine  tam- 
pons and  hot  baths.  July  10th,  menstruation  painless,  adnexa  nor- 
mal, not  sensitive,  right  Douglas's  fold  infiltrated,  not  painful.  Left 
free.    August  16th,  menses  have  continued  without  pain. 

Reviewer's  Criticism. — In  such  a  case  as  this,  the  treatment  em- 
ployed is  certainly  of  value  and  will  often  give  just  such  relief  as 
here  noted. 

Case  XVI. — 30  years  of  age.  Puerperal  infection,  perimetrosal- 
pingitis, peritonitis  adhesiva.  Patient  miscarried  in  the  fourth  month, 
and  for  the  last  four  weeks  has  had  fever,  haemorrhage,  severe  pain 
in  the  entire  lower  abdomen  and  sacrum.  July  19,  1899,  uterus  soft, 
very  painful,  enlarged.  Left  adnexa  not  painful.  Right  adnexa 
thickened,  very  sensitive  and  adherent  to  the  surrounding  organs, 
Douglas's  folds  and  the  bases  of  the  perimetrium  infiltrated;  abdomen 
sensitive.  July  24,  1899,  hot  irrigations,  potassium  iodide,  glycerine 
tampons.  August  10,  1899,  the  remains  of  the  placenta  were  re- 
moved by  curettage.     Adhesions  on  the  right  side  released.  August 
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17th,  with  the  exception  of  the  slight  thickening  of  the  right  tube, 
nothing  abnormal  detectable;  patient,  so  far  as  subjective  symptoms 
were  concerned,  entirely  well. 

Reviezver's  Criticism. — The  fact  that  this  patient  was  allowed  to 
go  so  long  before  the  remains  of  the  placenta  were  removed  by 
curettage,  lays  Stratz  open  to  criticism,  for  this  operation  may  have 
been  the  determining  factor  in  the  recovery. 

Case  XVII. — 25  years  of  age.  Puerperal  infection,  metrosalpin- 
gitis, peritonitis  chronica  adhesiva.  As  the  result  of  instrumental  labor 
two  years  before  admission  to  the  hospital,  patient  was  confined  to 
bed  six  months  with  symptoms  of  puerperal  infection.  At  present 
she  complains  of  headache,  dragging  sensation  in  the  lower  abdo- 
men, severe  pain  in  the  sacrum  and  extreme  weakness.  July  27,  1899, 
liver  and  spleen  somewhat  enlarged,  tender  and  sensitive;  uterus  and 
both  appendages  thickened,  slightly  movable  and  very  painful  on 
touch ;  adherent  to  the  surrounding  parts.  Infiltration  of  Douglas's 
folds.  Hot  ichthyol  compresses,  baths,  hot  irrigation;  six  days  sub- 
sequently, no  pain  on  pressure.  August  5th,  after  ten  days  of  treat- 
ment, all  pain  has  disappeared,  the  adhesions  are  released,  and  the 
genital  organs,  with  the  exception  of  the  slight  painful  thickening  of 
the  right  ovary,  are  normal.    Patient  feels  strong  and  well. 

General  Criticism. — As  the  result  of  the  review  of  this  article,  it 
would  appear  to  me  that  the  writer  is  too  optimistic  as  to  the  results 
of  the  treatment  with  hot  vaginal  irrigations  and  hot  compresses. 
There  is  no  doubt  that  this  remedy  is  of  the  greatest  value  in  certain 
cases,  for  I  have  seen  most  remarkable  improvement  from  the  em- 
ployment of  hot  compresses  and  vaginal  irrigations;  nevertheless,  it 
seems  to  me  that  the  rapid  disappearance  of  adhesions  and  inflam- 
matory tumors  of  the  adnexa  reported  in  this  series  of  cases  borders 
upon  the  miraculous,  and  therefore  should  be  proved  very  carefully 
by  a  large  series  of  cases  before  being  unqualifiedly  accepted.  Recent 
literature  upon  this  subject  certainly  demonstrates  very  clearly  that 
these  remedies  which  of  late  years  have  not  been  so  freely  used  should 
again  be  employed  more  generally.  It  is  interesting  to  note  that  of 
these  cases  which  Stratz  reports,  the  majority  of  them  are  young 
women.  To  relieve  these  cases  without  resort  to  radical  operations 
is  certainly  much  to  be  desired.  In  some  of  my  hospital  cases  where 
there  has  been  wide  infiltration  of  the  broad  ligament  with  inflamma- 
tory deposits  I  have  systematically  employed  hot  sandbag  compresses 
and  vaginal  irrigations  with  the  most  satisfactory  results.  While  I 
feel  assured  that  this  plan  of  treatment  has  a  distinct  field,  one  can- 
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not  accept  unqualifiedly  the  enthusiastic  statement  of  Stratz,  for  it 
seems  to  me  that  he  has  erred  in  his  judgment,  as  a  result  of  not 
having  made  an  accurate  diagnosis  in  all  cases  under  narcosis.  To 
definitely  define  the  areas  of  involvement,  adhesions  and  the  size  of 
inflammatory  tumors  is  extremely  difficult,  in  a  conscious  individual, 
and  especially  in  a  nulliparous  woman,  such  as  he  has  treated,  there- 
fore these  positive  statements  as  to  the  diagnosis  must  be  taken  with  a 
grain  of  salt.  As  I  have  stated,  however,  in  my  preliminary  lemarks 
to  this  review,  I  am  radically  in  favor  of  conservative  measures  in  all 
classes  of  cases  in  which  improvement  may  be  secured  through  tem- 
porizing measures,  before  resorting  to  the  operative  methods  of  treat- 
ment; therefore,  in  view  of  the  fact  that  acute  pelvic  inflammatory 
cases,  without  the  formation  of  pus  and  chronic  cases,  do  not,  as  a 
rule,  demand  immediate  operation,  but  may  with  safety  be  submitted 
to  conservative  measures ;  this  should  be  the  line  to  be  first  adopted 
and  in  case  of  failure  a  final  resort  to  operation  may  be  recommended. 
This,  I  believe,  to  be  a  perfectly  safe  position  to  assume,  and  is  the 
one  which  I  am  at  present  carrying  out  in  my  hospital  practice.  If 
there  is  an  accumulation  of  pus  in  the  pelvis,  be  it  in  any  form  what- 
ever, I  believe  nothing  less  than  an  evacuation  will  bring  about  a  per- 
fectly satisfactory  cure.  Notwithstanding  the  observations  of  some 
very  good  gynaecologists  as  to  the  possibility  of  the  absorption  of 
the  contents  of  a  pyosalpinx,  I  think  there  is  no  question  but  that 
the  surgical  rule  should  be  evacuation.  If  the  tube  can  be  evacuated 
through  the  vagina  without  its  removal,  the  dictates  of  conservatism 
will  be  adhered  to  and  the  patient  will  usually  make  a  good  recovery. 
In  reviewing  Stratz's  list  of  cases  there  is  not  a  great  deal  to  com- 
mend, for  they  do  not  appear  to  have  been  sufficiently  accurately  con- 
trolled or  followed  after  they  are  supposed  to  be  well. 

Treatment  of  Inflammatory  Pelvic  Exudates  by  Means  of  Com- 
pression and  Elevated  Dorsal  Posture. — Within  the  last  two  years  the 
treatment  of  inflammatory  exudates  by  means  of  compression  and  heat 
has  also  received  renewed  attention.  For  many  years  it  has  been 
customary  in  acute  inflammatory  conditions  to  use  either  hot  or  very 
cold  compresses,  more  for  the  relief  of  the  immediate  pain  than  with 
the  thought  of  bringing  to  a  termination  the  inflammation. 

It  is  usually  found  that  domestic  remedies  which  have  been  con- 
tinuously used  for  many  years  have  something  of  value  in  them,  and 
now  that  we  begin  to  study  the  scientific  application  of  these  remedies, 
we  frequently  find  that  they  are  based  upon  good  principles. 

Among  the  large  number  of  patients  operated  upon  in  the  last 
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decade  for  pelvic  inflammatory  troubles,  we  find  a  considerable  per- 
centage who,  while  possibly  relieved  of  the  acute  infection,  still  suffer 
from  a  residual  inflammatory  exudate. 

I  have  been  especially  impressed  with  this  fact  in  the  review  of  a 
large  number  of  personal  communications  from  patients  who  have 
been  operated  upon  for  so-called  adherent  appendages.  Of  all  classes 
of  cases  these  seem  to  give  the  least  satisfactory  ultimate  results  from 
radical  operations. 

In  this  connection  Sanger  has  spoken  with  no  uncertain  tone  as 
to  the  fruitlessness  of  operating  in  these  cases  in  the  thought  that  an 
actual  diseased  process  is  being  relieved,  for  according  to  his  state- 
ments these  patients  do  not  suffer  from  the  original  disease,  but  from 
the  effects  of  the  disease,  such  as  more  or  less  dense  adhesions  be- 
tween the  obliterated  tubes,  the  ovaries,  and  the  surrounding  organs; 
therefore,  to  merely  break  up  these  adhesions  and  remove  the  ovary 
and  tube  does  little  or  no  good,  because  even  denser  adhesions  may 
reform  at  the  site  of  the  operation  and  in  addition  to  the  pain 
which  frequently  continues,  the  exaggerated  symptoms  of  the  meno- 
pause add  still  a  greater  burden  to  the  afflicted  patient. 

It  is  this  class  of  patients  especially  in  which  pelvic  massage,  pass- 
ive movements,  very  hot  irrigations,  compression  over  the  lower  ab- 
domen and  the  elevated  dorsal  posture  is  of  especial  service.  All  of 
these  remedies  have  been  more  or  less  used  in  the  past,  but  not  until 
quite  recently  in  a  distinctly  methodical  way. 

Pincus  (Zeitschrift  fur  Geburtschiilfe  unci  Gyn'dk.,  Vol.  39,  page 
11,  1898)  has  written  an  extensive  article  on  this  subject,  in  which 
he  gives  a  comprehensive  review  on  the  literature  of  the  subject  and 
describes  the  methods  which  he  now  employs. 

Fehling  has  also  employed  this  same  principle  of  heat  and  com- 
pression in  the  treatment  of  inflammatory  exudates,  applied  in  the 
form  of  a  rubber  bag  which  is  inserted  into  the  vagina  and  filled  with 
800  to  1000  grammes  of  shot,  with  counter  pressure  upon  the  lower 
portion  of  the  abdomen  by  means  of  a  shot  bag  weighing  several 
pounds.  This  writer  claims  to  have  secured  very  good  results  from 
this  method  of  treatment. 

In  Pincus's  general  summary  of  his  method  of  treatment,  which 
appears  from  his  literary  review  to  be  a  selection  of  the  best  details 
of  the  methods  of  the  past,  he  makes  the  following  statements: 

In  the  treatment  of  inflammatory  exudates  in  the  neighborhood  of 
the  uterine  appendages  in  the  perimetrium,  in  the  pelvic  connective 
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tissue,  and  in  the  Fallopian  tubes,  operation,  if  possible,  should  be 
avoided. 

If  the  operation  becomes  necessary  as  a  final  means  of  relief  it 
should,  if  possible,  be  conservative,  in  order  that  the  menstrual  func- 
tion shall  be  maintained.  In  -working  women  who  are  compelled  to 
earn  their  daily  living  and  who  are  absolutely  unfitted  for  their  duties 
on  account  of  extensive  inflammatory  diseases  of  the  uterus  and  ap- 
pendages, a  radical  operation  may  be  indicated. 

In  acute  as  well  as  in  subacute  and  chronic  inflammatory  condi- 
tions the  most  important  essential  in  a  rational  therapy  is  the  com- 
plete emptying  of  the  vascular  system  of  the  pelvic  organs.  Accord- 
ing to  Pincus  this  is  only  to  be  secured  through : 

a.  Increase  of  the  abdominal  pressure. 

b.  Through  acceleration  of  the  recurrent  venous  flow. 

c.  Through  assistance  to  the  flow  of  the  lymph  stream  by  means 
of  gravity. 

d.  Through  an  elevation  of  the  pelvic  organs  and  the  dropping 
back  of  the  superincumbent  organs  out  of  the  pelvic  cavity. 

e.  Through  absolute  rest  of  the  diseased  organs  and  their  sur- 
roundings. 

In  order  to  accomplish  all  of  these  conditions  for  the  rapid  ab- 
sorption of  the  pelvic  exudate,  Pincus  has  adopted  a  method  of  ele- 
vated dorsal  posture  associated  with  vaginal  and  abdominal  com- 
pression. The  inclination  of  the  pelvis  is  secured  through  elevation 
of  the  foot  of  the  bed  15  to  35  cm.  (6  to  14  inches)  (12  to  30  deg.)  ; 
higher  elevation  than  this  may  be  employed  in  exceptional  cases  for  a 
short  time.  In  general,  the  inclination  is  continuous  during  the  treat- 
ment, except  in  recent  puerperal  cases  where,  on  account  of  the  lochia 
and  the  necessary  vaginal  irrigations,  it  must  be  intermitted. 

The  compression  is  secured  through  actual  pressure  and  the  action 
of  gravity  brought  into  play  by  the  elevated  posture.  The  immediate 
compression  is  accomplished  through  pressure  upon  the  abdomen  or 
within  the  vagina,  or,  as  is  usually  best,  a  combination  of  both.  The 
abdominal  compression  may  be  made  by  elastic  bandages,  adhesive 
plasters,  shot  bags,  potters  clay  1  to  5  kilos  {2]/2  to  12^  pounds). 
The  vaginal  compression  is  accomplished  through  inflatable  air  pes- 
saries, colpeurynters,  shot  bags,  etc.  The  compression  may  be  inter- 
mitted or  continuous,  depending  upon  the  individual  characteristics 
of  the  case.  In  acute  cases  it  must  only  be  employed  in  conjunction 
with  the  dorsal  elevation  of  the  patient. 

In  chronic  cases  it  may  be  continuously  employed  if  the  patient 
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does  not  suffer  too  much  pain  and  there  is  no  elevation  of  tempera- 
ture. It  must  always  be  intermittent  if  the  patient  experiences  pain 
or  has  an  evening  rise  of  temperature. 

Pelvic  massage  is  of  great  assistance  in  the  chronic  stages.  While 
this  postural  treatment  with  compression  may  be  employed  in  all  forms 
of  plethora  of  the  pelvic  organs,  its  true  field  is  in  the  treatment  of 
chronic  inflammatory  exudates  in  the  pelvis.  According  to  Pincus,  in 
many  cases  of  acute  inflammation  if  used  in  intermittent  form  it  may 
be  of  the  greatest  service. 

It  is  contraindicated  when  there  is  tympanites  or  symptoms  of 
general  peritonitis.  The  duration  of  the  treatment  is  from  a  few 
days  to  several  months.  Upon  the  character  of  the  disease  the  prog- 
nosis depends.  In  chronic  cases,  where  it  is  necessary  for  the  patient 
to  be  on  her  feet,  it  is  possible  to  so  modify  this  treatment  that  it 
may  be  conducted  in  an  ambulatory  fashion ;  this  is  accomplished 
through  vaginal  compression  and  elastic  abdominal  bandages.  In  all 
cases,  however,  there  should  be  intermittent  dorsal  elevation  of  the 
pelvis  during  the  day  and  this  posture  should  be  assumed  continuously 
during  the  night. 

If,  notwithstanding  the  employment  of  this  posture  and  com- 
pression treatment,  there  is  a  continuance  of  fever  and  the  patient 
begins  to  lose  flesh,  it  may  be  necessary  to  remove  the  diseased  organs. 

During  the  past  winter  I  have  adopted  a  modified  Pincus  treat- 
ment in  a  number  of  cases.  In  one  case  there  was  an  extensive  in- 
flammatory exudate  following  an  abdominal  section,  performed  in 
another  hospital  during  the  acute  stage  of  infection  of  the  Fallopian 
tube.  The  entire  pelvic  floor  was  boardlike  in  its  hardness  and  the 
uterus  was  so  closely  wedged  in  between  the  inflammatory  exudates 
that  it  could  not  be  outlined. 

Preliminary  to  the  Pincus  treatment  a  puncture  was  made  in  the 
exudate  and  a  small  amount  of  milky  fluid  escaped  which  contained 
virulent  streptococci.  The  tissues  were  so  hard  and  dense  as  to  re- 
quire a  veritable  tunneling  to  reach  the  center  of  the  mass.  Gauze 
drainage  was  inserted. 

Subsequent  to  operation  a  heavy  sand  bag  was  kept  constantly  ap- 
plied over  the  abdomen  and  large  quantities  (1  to  2  gallons)  of  very  hot 
salt  solution  were  given  twice  daily.  In  this  case  the  recovery  was 
rapid  and  perfect,  and  at  the  time  of  the  patient's  discharge  from  the 
hospital  the  uterus  could  be  well  outlined  and  the  induration  in  the 
pelvis  had  almost  completely  disappeared. 

In  a  second  case  of  old  indurated  cellulitis  (post-puerperal)  in 
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which  there  was  a  small  amount  of  pus,  a  similar  plan  was  carried  into 
effect  with  an  equally  gratifying  result. 

As  a  supplementary  treatment  to  pelvic  puncture  I  think  the 
Pincus  method  is  excellent.  As  to  its  use  without  the  preliminary,  I 
am  sceptical. 
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SOME  OBSERVATIONS  ON  INTUBATION  OF  THE 
LARYNX  BY  THE  O'DWYER  METHOD,  BASED  ON  SEV- 
ENTY-FIVE CASES* 

By  J.  W.  West,  M.D.,  Philadelphia. 

Almost  all  our  successes,  both  medical  and  surgical,  are  only  rela- 
tive. The  complexity  of  the  human  organism  is  so  great  and  our 
ability  to  grasp  its  intricacies  so  hampered  by  inherent  imperfections 
that  we  continually  fall  short  of  perfect  accomplishments.  The  work 
we  do  to-day  and  applaud  so  heartily  is  to-morrow  voted  "out  of  date" 
and  behind  the  times.  The  true  follower  of  the  healing  art,  while 
energetic  in  devising  plans  for  the  relief  of  human  suffering,  does 
not  hastily  become  an  enthusiast  concerning  procedures  devised. 

Who  among  us,  if  honest  with  himself,  but  bows  his  head  in  silent 
acknowledgment  of  many  failures  to  reach  results  earnestly  hoped 
and  sought  for. 

Far  be  it  from  my  purpose  to  advocate  an  attitude  of  perpetual 
scepticism  or  unbelief  concerning  new  plans  and  measures  for  the 
relief  of  human  suffering.  Rather  let  us  cultivate  the  position  of  in- 
vestigators "trying  the  spirits." 

After  some  care  and  patience  in  the  study  of  the  O'Dwyer  method 
of  relieving  laryngeal  stenosis  I  am  convinced  that  it  is  the  best  means 
yet  at  our  command  for  the  needed  mechanical  treatment  of  these 
cases.  There  are  many  things  yet  to  be  desired,  and  time  and  thought 
can  well  be  spent  in  an  effort  to  secure  a  more  perfect  way  of  treat- 
ing these  cases,  but  in  the  meantime,  let  us  make  use  of  the  best 
means  at  our  command. 

My  experience  with  this  operation  so  far  includes  seventy-five  cases, 
with  a  mortality  of  thirty-four,  or  45J/3  per  cent,  of  the  whole  num- 
ber. 

A  mortality  of  this  size  is  certainly  not  comforting,  but  as  I  look 
back  on  the  apparently  hopeless  condition  of  many  of  the  forty-one 
who  recovered,  I  can  but  feel  that  the  work  was  not  in  vain.  The 
ages  of  cases  intubated  ranged  from  four  months  to  sixty-two  years, 
the  number  at  each  age  and  mortality  being  as  follows : 


*  Read  before  the  Philadelphia  Obstetrical  Society,  March  1,  igoo. 


348 


/.  W.  West,  M.D. 


Age 

JNo. 

Cases. 

Recov- 
eries. 

Deaths. 

  4 

O 

4 

  5 

3 

2 

7 

4 

  8 

4 

4 

6 

s 

4 

  9 

7 

2 

  13 

5 

8 

  3 

2 

I 

I 

I 

This  record  does  not  indicate  any  great  difference  in  mortality  after 
the  age  of  two  years  has  been  passed ;  indeed,  out  of  5  cases  under  two 
years  of  age  3  recovered.  In  13  cases  seven  years  old  only  5  cases 
recovered  and  8  died.  This  heavier  mortality  can  easily  be  accounted 
for,  as  one  case  after  intubation  was  doing  finely  until  third  day,  when 
aeath  suddenly  occurred  as  result  of  organic  heart  lesion,  which  had 
previously  been  recognized  as  a  constant  source  of  danger.  In  two 
other  patients  of  this  age  death  seemed  inevitable  at  the  time  of  opera- 
tion from  profound  diphtheritic  poisoning,  intubation  only  having 
been  done  to  relieve  dyspnoea  due  to  laryngeal  and  tracheal  occlusion 
and  thus  make  the  few  hours  of  life  yet  remaining  less  unbearable. 

In  2  cases  the  dyspnoea  was  due  to  laryngitis  following  an  acute 
course  of  measles.  In  1  case  the  obstruction  was  due  to  erysipelas, 
the  remaining  number,  73,  being  cases  of  laryngeal  diphtheria. 

Of  the  2  cases  following  measles,  1  recovered  and  1  died.  In  the 
case  which  recovered  it  was  necessary  to  wear  the  tube  for  two  weeks 
before  it  could  be  dispensed  with. 

Some  other  cases  deserve  special  mention. 

Case  22,  C.  B.,  female,  aged  four  months,  illustrates  the  relief 
possible  in  very  young  children,  even  though  the  ultimate  result  was 
not  recovery.  This  little  babe  was  a  well  nourished  child,  being  very 
stout  and  unusually  healthful  appearance  prior  to  contracting  diph- 
theria. Twelve  hours  after  symptoms  of  attack  were  noticed  I  was 
called  and  found  the  child  almost  unconscious  from  extreme  dyspnoea. 
Diphtheritic  patches  covering  tonsils  and  pharynx.  I  admit  to  con- 
siderable misgiving  at  attempting  intubation  in  a  child  so  young,  but 
was  surprised  at  the  ease  with  which  it  was  accomplished.   The  relief 
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was  most  gratifying,  indeed  being  as  satisfactory  as  in  any  case  of 
my  series.  Death,  however,  resulted  from  the  disease  in  thirty  hours. 
The  only  thing  which  can  be  claimed  for  intubation  in  this  case  was 
the  relief  from  dyspnoea.  I  do  not  believe  that  the  presence  of  the 
tube  in  any  way  unfavorably  influenced  the  progress  of  the  disease. 

Case  46,  Mrs.  B.  M.,  aged  twenty-eight,  patient  of  Dr.  Chas.  H. 
Davis,  had  been  sick  with  diphtheria  for  four  days  when  symptoms 
of  extreme  laryngeal  obstructions  occurred.  In  a  very  short  time 
dyspnoea  was  pronounced.  Not  having  an  adult-sized  tube  I  used  the 
largest  tube  of  the  ordinary  O'Dwyer  set,  it  being  a  tube  suitable  for 
a  child  of  twelve  years,  anchoring  it  to  the  side  of  the  face  and  ear  by 
strong  silk  thread.  The  relief  secured  was  most  satisfactory.  Five 
hours  later,  in  a  violent  paroxysm  of  coughing,  the  tube,  together  with 
a  complete  pseudomembranous  cast  of  larynx  and  trachea,  was  ex- 
pelled. Difficulty  in  breathing  did  not  occur  for  several  hours,  when 
the  tube  was  reintroduced.  The  same  course  was  pursued  four  dif- 
ferent times  until,  on  the  sixth  day,  the  tube  was  expelled  and  its 
subsequent  introduction  not  necessary.  This  patient  had  also  nasal 
diphtheria  and  later  annoying  paralyses,  but  ultimately  made  com- 
plete recovery. 

Case  73,  Mrs.  R.,  aged  62,  operated  on  through  courtesy  of  Dr. 
E.  E.  Pownall  of  Richboro,  Pa.  History  as  follows:  Had  been  suf- 
fering from  erysipelas  of  face  and  head  for  about  two  weeks,  and 
had  improved  greatly  when  laryngeal  difficulty  began.  Within 
twenty-four  hours  the  dyspnoea  was  very  great  and  patient'-  condi- 
tion distressing,  indeed.  An  adult-sized  tube  was  introduced.  Se- 
vere coughing  then  occurred,  attended  by  profuse  expectoration,  quite 
large  quantities  of  exudation  being  expelled.  No  difficulty  in  breath- 
ing whatever  with  the  tube  in  situ.  Sent  specimen  of  sputa  for  micro- 
scopical examination,  but  in  some  way  it  was  lost  by  the  microscopist 
and  no  report  received,  much  to  my  regret  and  disappointment.  I  am 
satisfied,  however,  that  the  laryngitis  in  this  case  was  erysipelatous 
in  character.  In  this  case,  to  facilitate  removal  of  tube,  should  such 
a  course  become  suddenly  necessary,  a  strong  silk  loop  was  fastened  to 
the  left  ear.  Dr.  Pownall  writes  me  as  follows:  "Took  the  tube  out 
in  five  days.    Mrs.  R.  is  entirely  well  except  a  little  hoarseness." 

The  youngest  patients  to  recover  were  two,  each  thirteen  months 
old  and  one  fourteen  months. 

As  to  the  operation  itself,  it  is  not  needful  that  I  should  describe 
it  in  detail  as  the  usual  method  of  procedure  is  doubtless  familiar 
to  you  all.    It  is  highly  important  that  the  manipulation  shall  be  of 
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very  brief  duration.  The  position  most  favorable  to  rapid  introduc- 
tion is  the  erect  position  seated  on  one  assistant's  knees  while  another 
supports  the  head  from  behind,  giving  heed  to  the  mouth-gag  lest  it 
slip.  When  one  assistant  only  is  available  the  child  can  be  readily 
held  by  placing  erect  on  the  knees,  the  assistant  passing  his  hands 
beneath  the  arms  of  the  child,  grasping  the  head  with  one  hand  on 
either  side  and  thus  effectually  controlling  the  head  and  at  the  same 
time  keeping  the  child's  hands  from  interfering  with  the  operator. 
The  introduction  should  not  only  be  done  rapidly  but  with  care  as  to 
bruising  or  wounding  any  of  the  '.issues.  Where  the  children  have 
been  extremely  weak  it  has  been  m/  custom  to  place  them  in  the  hori- 
zontal position  in  order  to  have  as  little  strain  as  possible  put  upon 
an  already  overtaxed  heart.  The  key-note  to  the  successful  perform- 
ance of  intubation  is  in  firm  out  gentle  control  of  the  base  of 
the  tongue  and  elevation  and  control  of  epiglottis,  so  as  to  have  it  out 
of  the  way  of  the  end  of  the  tube  and  also  prevent  injury  to  it. 

The  average  time  of  leaving  the  tube  in  position  in  cases  that  re- 
covered was  six  days.  In  a  number  of  cases  when  the  tube  was  re- 
moved at  four  or  five  days  reintroduction  was  necessary.  My  observa- 
tion leads  me  to  the  following  conclusion  concerning  the  removal  of 
the  tube  in  cases  of  diphtheritic  origin.  When  the  laryngeal  difficulty 
occurs  at  or  near  the  onset  of  the  disease  it  is  usually  necessary  to 
leave  the  tube  in  position  for  a  longer  time  than  when,  as  not  fre- 
quently happens,  the  laryngeal  complication  occurs  several  days  after 
the  onset  of  the  disease.  The  same  care  concerning  fixation  of  tongue 
and  elevation  of  epiglottis  as  suggested  in  speaking  of  intubation  will 
make  extubation  easy. 

The  greatest  difficulty  attendant  upon  the  practice  of  intubation 
is  that  of  feeding.  Many  means  and  methods  have  been  suggested. 
The  best  among  these  are  the  nursing  bottle,  which  may  be  used  in 
large  as  well  as  small  children,  and  placing  patient  in  horizontal  posi- 
tion with  head  lower  than  body. 

Semi-solids  are  often  well  taken;  no  case,  however,  need  lack  for 
nourishment  when  a  nasal  tube  and  funnel  are  at  hand. 

When  intubation  shall  be  done  is  an  important  question.  If 
dyspnoea  is  great  and  unrelieved  by  other  measures  for  any  considerable 
length  of  time  the  chances  for  re<~o\ery  are  materially  lessened.  In 
laryngeal  diphtheria  when  antitoxin  and  other  remedial  measures 
available  have  been  applied  and  speedy  relief  is  not  obtained,  intuba- 
tion should  be  resorted  to  without  delay.  Indeed,  may  cases  are  so 
urgently  in  need  of  mechanical  relief  when  first  seen  by  the  physician 
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as  to  demand  intubation  at  once  if  the  issue  is  to  be  successful.  A 
few  years  ago  valuable  time  was  often  spent  by  the  attending  physi- 
cian in  convincing  the  friends  of  the  patient  of  the  utility  of  the  opera- 
tion. Fortunately  this  is  seldom  necessary  now,  as  few  parents  but 
have  at  least  an  imperfect  idea  of  the  procedure  and  what  it  involves. 
Therein  consists  one  of  its  strongest  advantages  over  tracheotomy. 

In  conclusion  I  would  say  that  no  professional  work  that  I  do 
affords  me  greater  satisfaction  than  the  successful  relief  of  a  case  of 
laryngeal  stenosis  by  intubation,  and  nothing  provokes  a  deeper  long- 
ing for  "a  better  way"  than  a  fatal  result  in  spite  of  it. 
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EDITORIAL. 

THE   CAUSE  AND   PREVENTION   OF  INFANT 
MORTALITY. 

The  report  of  Ernst  Wende,  Health  Commissioner  of  Buffalo  and 
Chairman  of  the  American  Public  Health  Association  Committee  on  the 
Cause  and  Prevention  of  Infantile  Mortality,  published  in  the  recent 
numbers  of  Pediatrics,  contains  much  that  is  instructive,  interesting 
and  suggestive.  The  inquiry  was  limited  to  the  subject  of  the  super- 
vision and  protection  exercised  by  municipal  and  state  authorities  over 
the  dairy  interests  and  milk  business.  A  circular  letter  embodving  this 
inquiry  was  sent  to  each  of  the  one  hundred  largest  cities  of  the 
country;  of  the  forty-nine  cities  replying,  nine  exercised  no  municipal 
control,  while  that  of  the  remainder  varied  from  a  partial  or  inefficient 
administration  to  the  severest  restrictions  and  regulations.  There  was 
no  difference  of  opinion  as  to  the  liability  of  milk  to  contamination 
of  all  sorts  nor  as  to  the  reduction  of  infant  mortality  pari  passu  with 
improvement  in  the  quality  of  the  milk  supply.  In  Buffalo,  during  the 
last  six  years  the  milk  supply  has  been  rigidly  supervised,  with  a 
marvellous  reduction  of  infant  mortality,  the  largest  percentage  being 
in  infants  under  one  year  of  age.  Another  factor  has  been  the  mail- 
ing of  a  circular  of  instruction  to  the  mother  as  soon  as  a  birth  is  re- 
ported ;  still  another,  the  prohibition  of  the  sale  of  long-tubed  nursing 
bottles.    An  idea  of  the  result  of  all  these  measures  may  be  gained 


Editorial. 


353 


from  the  fact  that  in  1890  out  of  a  total  of  5024  deaths  in  Buffalo 
2305  were  under  five  years  of  age;  while,  in  spite  of  the  annual  addi- 
tion of  10,000  births  to  the  population,  there  were  in  1898  only  1570 
deaths  in  children  under  five  years  old,  out  of  a  total  of  4533  deaths  at 
all  ages. 

Experience  has  furnished  abundant  and  well  understood  evidence  as 
to  the  potentiality  of  milk  in  the  dissemination  of  the  virus  of  tuber- 
culosis, diphtheria,  scarlet  and  typhoid  fevers,  in  the  generation  of 
bacterial  products  giving  rise  to  acute  diarrhoea,  cholera  infantum  and 
tyrotoxicon  poisoning  and  in  the  production  of  inanition,  malnutrition 
and  marasmus.  To  the  many  records  of  epidemics  directly  traceable  to 
the  milk  supply  it  may  be  well  to  add  an  account  of  five  occurring  in 
Buffalo,  three  of  typhoid  fever  and  two  of  scarlatina.  In  the  fall  of 
1898  a  number  of  cases  of  scarlet  fever  occurred  in  such  association  that 
their  dependence  upon  a  common  source  of  infection  seemed  probable; 
investigation  revealed  that  fifty-seven  children  of  twenty-six  families 
had  developed  scarlet  fever,  all  of  which  families  had  procured  their 
milk  from  the  same  dealer;  nothing  of  an  unsanitary  nature  could  be 
discovered  in  the  latter's  equipment  or  handling,  though  there  were  two 
cases  in  his  immediate  family ;  at  the  dairy  farm,  however,  it  was  found 
that  there  had  been  two  cases  of  the  fever,  one  of  them  a  young  man 
who,  while  still  desquamating,  was  engaged  in  milking,  washing  the  cans 
and  transporting  the  milk.  Upon  discontinuing  the  marketing  of  the 
infected  milk,  the  disappearance  of  the  epidemic  was  as  abrupt  as  its 
beginning.  The  result  of  this  experience  was  the  establishment  of  a 
"milk  register"  of  the  routes  of  the  different  milk  dealers;  this,  an 
invention  of  the  Buffalo  Board  of  Health,  has  been  found  simple, 
feasible  and  of  greater  efficiency  than  any  other  measure.  The  register 
is  posted  daily  and  the  health  of  the  families  supplied  by  each  indi- 
vidual dealer  is  thus  constantly  watched;  once  infectious  disease  ap- 
pears upon  any  dealer's  route  an  investigation  is  instituted  into  every 
detail  of  his  business  and  source  of  supply ;  and,  if  necessity  or  even 
reasonable  doubt  demand,  his  route  is  suspended.  To  this  system  is 
due  the  checking  in  their  incipiency  of  the  four  subsequent  epidemics. 
In  1894  nineteen  cases  of  typhoid  fever  developed  in  families  served  by 
one  milkman,  investigation  showing  that  the  milkman's  wife  was  ill  with 
the  fever  and  being  nursed  by  her  husband,  who  likewise  handled  the 
milk  and  washed  the  cans  with  water  from  an  old,  unsanitary  cistern. 
In  1895  eighteen  cases  of  typhoid  fever  developed  upon  one  route ;  the 
premises  of  the  dairy  were  found  unsanitary  and  it  was  discovered  that 
the  wife  of  one  of  the  hands  was  ill  with  the  fever  and  being  nursed  by 
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her  husband,  who  also  handled  and  delivered  the  milk  without  changing 
his  clothes  or  taking  any  precautions  whatever.  In  1896  fourteen  cases 
of  typhoid  were  noted  upon  a  milkman's  route,  with  the  resulting  dis- 
covery that  several  months  previously  there  had  been  a  case  of  the  fever 
in  a  family  occupying  rooms  over  the  milk  room  and  that  the  build- 
ing was  generally  in  an  unsanitary  condition.  In  1899  twenty  cases  of 
scarlet  fever  developed  within  four  days  upon  one  milk  route,  the  source 
of  the  trouble  being  traced  to  a  dairy  farm  twenty  miles  distant  where 
there  were  four  cases,  one  of  whom  while  convalescent  was  engaged 
in  milking  the  cows  and  handling  the  cans  and  utensils.  Prompt  action 
in  all  these  instances  resulted  in  the  immediate  or  almost  immediate 
suppression  of  the  epidemic. 

Too  much  importance  cannot  be  attached  to  efficient  legislation 
pointing  to  complete  control  of  the  milk  supply.  In  many  states  there 
are  no  dairy  laws  and  in  many  others  their  enforcement  under  state 
supervision  is  unsatisfactory;  so  that  it  is  much  more  feasible  to  trust 
each  city  to  look  after  the  health  of  its  own  inhabitants.  Dairies 
located  beyond  the  city  limits  may  be  inspected  in  the  same  manner  as 
those  within  the  city.  The  milk  importer  should  be  required  to  file  with 
the  city  authorities  a  written  application  for  a  permit,  such  application 
to  contain  all  details  concerning  his  farm  and  stock,  methods  of  handling 
and  shipment ;  the  same  details  should  then  be  inspected,  and  if  all  be 
found  satisfactory  a  milk  importer's  permit  may  be  granted,  subject  to 
revoke  on  any  occasion  making  such  action  desirable  or  necessary. 
Every  municipality  should  inaugurate  a  code  of  regulations  for  the 
thorough  and  systematic  inspection  of  all  dairies,  dairy-farms  and 
cowsheds.  The  carrying  out  of  these  requirements  is  much  more  easily 
secured  by  refusing  a  license  until  they  are  complied  with  than  by  at- 
tempting to  enforce  them  afterwards;  while  any  question  of  authority 
mat  may  arise  can  be  effectively  disposed  of  by  interdicting  the  sale 
of  the  milk  within  the  confines  of  the  city. 

Considerable  difference  of  honest  opinion  exists  as  to  milk  from 
tuberculous  cows.  It  is  difficult  to  say  whether  an  udder  disease  is  tuber- 
culous or  not,  but  it  is  best  to  destroy  the  milk  of  a  cow  so  affected ;  it 
is  also  safer  not  to  use  the  milk  of  a  tuberculous  cow,  even  if  there 
be  no  udder  disease.  Adequate  legislation  with  regard  to  tubercu- 
lous cows  is  difficult  to  attain  and  more  so  to  enforce.  Considering 
its  wide-reaching  importance  the  subject  would  seem  to  come  properly 
under  state  jurisdiction;  but,  even  where  laws  exist,  states  are  so  negli- 
gent in  the  matter  that  practically  the  rigid  enforcement  of  proper  regu- 
lations, whether  in  accordance  with  law  or  with  expediency,  lies  with 
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the  local  health  authorities.  The  question  of  indemnity  for  the  ani- 
mals condemned,  also  the  question  of  who  shall  pay  inspection  fees, 
need  not  seriously  trouble  the  local  authorities;  for  the  sale  of  milk 
from  all  farms  not  prepared  to  show  a  clean  bill  of  health  being  pro- 
hibited, the  dairymen  find  that  they  must  conform  in  order  to  market 
their  product.  The  New  York  City  Board  of  Health,  while  not  at- 
tempting to  control  beyond  a  limited  extent  the  sale  and  use  of  milk 
from  diseased  cows,  does  prevent  the  sale  of  diseased  cows  in  the  city, 
no  cows  that  are  sold  being  paid  for  till  they  have  been  examined  by 
the  Department. 

The  writer  gives  detailed  rules  for  the  regulation  of  the  care  and 
food  of  the  cows,  transportation,  storage  and  city  delivery  of  the  milk ; 
many  of  the  points  have  been  dwelt  on  so  often  that  it  is  not  neces- 
sary to  reiterate  them  here.  The  individual  ability  of  the  cows  with 
regard  to  producing  standard  milk  should  be  taken  into  account,  a 
grain  ration  in  addition  to  the  pasturage  being  necessary  for  some. 
The  cans  should  be  thoroughly  cleansed  and  scalded  by  the  dealer 
before  their  return  to  the  farmer,  being  often  shipped  back  in  a  state  of 
disgusting  sourness  and  filth  that  make  their  later  cleansing  much 
more  difficult  and  unsure.  As  to  the  use  of  glass  bottles,  usually  con- 
sidered a  safeguard,  milk  is  so  susceptible  a  medium  for  the  trans- 
mission of  infectious  diseases  and  the  bottles  themselves  are  so  com- 
monly taken  into  sickrooms  that  they  cannot  fail  to  be  frequent  means 
of  spreading  disease,  unless  they  are  boiled  or  otherwise  thoroughly 
sterilized ;  while  sterilization  involves  so  serious  a  loss  from  breakage 
that  it  is  safe  to  assume  that  sufficiently  high  temperatures  for  the  pur- 
pose are  rarely  used.  There  is  also  a  temptation  to  the  drivers  to  re- 
fill bottles  in  the  wagon.  In  Buffalo  there  is  an  ordinance  prohibiting 
the  sale  of  bottled  milk  to  houses  placarded  for  infectious  disease  and  a 
severe  penalty  is  placed  upon  refilling  bottles  at  any  place  other  than  the 
dairy.  As  to  the  selling  of  milk  in  stores  and  groceries  it  should  be 
stopped  altogether. 

As  skimmed  and  separated  milks  possess  a  food  value  their  sale 
should  be  permitted,  but  only  under  strict  supervision,  specially  col- 
ored or  shaped  cans  being  used  as  containers  that  the  nature  of  the 
milk  may  be  known  at  a  glance. 

As  tests  of  the  richness  of  the  milk,  the  directions  of  the  New 
York  and  Philadelphia  Health  Boards  are  given  with  reference  to  the 
use  of  the  creamometer  or  lactometer  and  cream  gauge.  The  writer 
would  define  adulterated  milk  as  any  of  the  following:  milk  contain- 
ing less  than  twelve  per  cent,  solids,  more  than  eighty-eight  per  cent. 
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water  or  fluid  or  less  than  three  per  cent,  fat;  milk  drawn  between 
fifteen  days  before  and  five  days  after  parturition;  milk  of  animals 
fed  on  distillery  waste  or  other  unhealthful  food;  milk  of  cows  kept 
in  unsanitary  surroundings,  of  diseased  cows  and  of  cows  that  drink 
impure  water;  milk  from  which  any  part  of  the  cream  has  been  re- 
moved ;  milk  to  which  water  or  any  foreign  substance  has  been  added ; 
milk  drawn  by  unclean  milkers ;  any  milk  shown  by  analysis  to  con- 
tain foreign  matter  or  to  have  been  deprived  of  any  part  of  its  natural 
ingredients.  Any  milk  thus  classed  as  adulterated  should  at  once  be 
destroyed ;  and  for  any  one  selling  such  milk  there  should  be  vig- 
orous prosecution  and  severe  penalties,  ignorance  of  the  character  and 
quality  of  the  article  being  no  defence.  As  preservatives  of  milk, 
boric  and  salicylic  acids,  salicylate  of  soda  and  formaldehyde  are  prin- 
cipally employed.  The  coloring  substance  chiefly  used  is  annatto,  the 
intention  being  to  conceal  watering  or  the  abstraction  of  cream.  Paste 
annatto  has  been  shown  to  contain  many  bacteria  and  for  this  reason 
milk  to  which  it  has  been  added  sours  much  more  readily  than  pure 
milk.  Condensed  milk  should  be  subject  to  the  same  regulations  and 
inspections  as  dairy  milk  and  its  sale  permitted  only  in  original  and 
properly  labelled  packages;  otherwise  its  substitution  for  dairy  milk 
is  sometimes  practised. 

In  conclusion,  then,  the  attitude  toward  the  milk  industry  should 
be  one  of  both  state  and  municipal  control,  the  state  exercising  its 
authority  upon  every  detail  of  protective  sanitation  till  the  milk  passes 
within  municipal  limits.  The  state  control  should  concern  itself  with 
the  license  system,  fees,  periodical  inspection  and  penalties ;  with 
inspection  of  the  herds  (tuberculin  tests),  food  and  care  of  the  ani- 
mals, with  the  buildings  and  their  environment  in  every  particular, 
with  the  water  supply,  health  of  employees,  cleanliness  in  milking  and 
care  of  utensils;  with  means  of  differentiating  the  various  qualities  of 
milk  and  dating  the  cans;  with  definite  rules  governing  the  entire 
handling  of  the  milk;  with  the  prohibition  of  all  adulteration  and  of 
the  use  of  milk  from  diseased,  sick  or  parturient  cows;  with  the  pro- 
hibition of  refuse  and  other  unfit  materials  as  food;  with  a  standard 
of  quality,  tests  and  analyses;  with  veterinary  inspection  and  a  rigid 
quarantine  against  the  introduction  of  diseased  cattle  from  without  the 
state.  Municipal  control  should  concern  itself  with  a  continuation  of 
the  same  lines ;  also  with  the  sanitation  of  city  storage  rooms ; 
with  the  proper  numbering  of  wagons  and  their  protection  against  the 
heat  of  summer;  with  stringent  prohibitions  regarding  intercourse 
with  houses  containing  infectious  diseases  and  the  refilling  of  bottles 
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■en  route;  with  cleansing  of  the  containers  before  their  return  to  the 
farmer;  with  supervision  or  prohibition  of  the  sale  of  milk  in  gro- 
ceries; until  city  and  state  act  in  unison,  with  the  interdiction  at  the 
city  line  of  all  milk  coming  from  unsatisfactory  dairies;  and  with  the 
constant  surveillance  of  contagious  disease  by  the  "milk  register." 

Here  again  is  presented  one  only  of  the  innumerable  instances  of 
abuses  in  public  hygiene  and  their  possible  redress  which  confront  us 
■on  all  sides  as  evidence  of  medical  inaptitude  and  indifference  to  re- 
sponsibility in  regard  to  the  public  health. 

Only  through  the  establishment  of  a  central  source  of  authority 
which  shall  at  the  same  time  represent  scientific  devotion,  knowledge 
and  executive  ability,  civil  resource  and  power  can  any  uniform  and 
■effective  remedy  be  expected  of  the  daily  menaces  to  health  and  longev- 
ity. When  the  medical  profession  is  represented  corporately  by  a 
Cabinet  Secretary  of  Public  Health  and  a  National  Board  of  Health, 
then  only  will  the  public  hygiene  of  this  country  be  placed  upon  an 
intelligent  and  practical  basis,  commensurate  with  our  present  scientific 
knowledge  and  the  requirements  of  modern  civilization. 

A.  D.  C. 
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TRANSACTIONS   OF   THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Stated  Meeting,  December  15,  1899. 

The  President,  T.  J.  Watkins,  M.D.,  in  the  Chair. 

Cranio-Rhachischisis.    (Inaugural  Thesis.) 

By  Henry  F.  Lewis,  M.D. 

(See  page  302.) 
Spontaneous  Amputation  of  Both  Fallopian  Tubes. 
By  Emil  Ries,  M.D. 

(See  page  325.) 
The  After-treatment  of  Peritonccal  Sections. 
By  H.  T.  Byford,  M.D. 
(See  page  289.) 
Discussion. 

Dr.  Reuben  Peterson  :  I  would  like  to  report  a  case  supple- 
mentary to  Dr.  Ries'  case,  upon  which  I  operated  a  week  ago  to-day. 
Unfortunately,  I  had  not  heard  the  doctor's  paper  at  that  time  or  else 
I  should  have  been  able  to  present  the  facts  better  than  I  am  able  to 
do  this  evening. 

The  patient  was  a  young  woman,  single,  twenty-seven  years  of  age, 
with  no  particular  gynaecological  history  until  two  weeks  before  the 
operation,  when  she  was  taken  with  pain  in  the  right  inguinal  region 
and,  although  she  was  not  confined  to  bed,  still  she  had  considerable 
fever  and  great  pain.  I  found  evidences  of  pyosalpinx,  quite  a  large 
tumor  on  the  right  side,  sent  her  to  the  hospital  and  two  days  later 
operated.  The  tumor  was  quite  low  in  the  pelvis  and  I  thought  I 
might  be  able  to  get  at  it  through  the  vagina.    But  I  found  that  the 
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mass  extended  so  high  up  in  the  abdomen  that  it  was  wiser  to  make 
a  supplementary  abdominal  incision.  Subsequent  events  showed  the 
wisdom  of  this  procedure.  I  found  the  omentum  and  two  or  three 
coils  of  the  intestine  closely  adherent  to  the  pyosalpinx,  and  by  means 
of  the  abdominal  incision  I  was  able  to  separate  the  intestines  from 
the  tumor  much  better  than  I  would  have  been  able  to  do  from  below. 
I  removed  the  tube  and  ovary,  and  sutured  the  stump  somewhat  in  the 
manner  described  by  Dr.  Ries.  Inasmuch  as  she  was  a  single  woman, 
I  deemed  it  advisable  to  be  very  particular  in  examining  the  tube  and 
ovary  on  the  left  side.  I  was  wearing  gloves,  because  the  patient  was 
a  syphilitic,  and  I  was  unable  to  find  the  appendages  on  the  left  side, 
which  I  ascribed  to  the  clumsiness  of  the  gloves;  so  with  retractors  I 
exposed  the  broad  ligament  and  traced  the  round  ligament  from  the 
uterus  to  the  inguinal  opening,  but  could  find  no  tube  or  ovary.  The 
tube  was  represented  by  a  stump,  such  as  may  be  seen  on  the  left 
side  of  Dr.  Ries'  speciment.  It  was  about  one-third  of  an  inch  in  length 
and  perhaps  the  same  in  diameter,  smoothly  covered  with  peritonaeum. 
The  broad  ligament  was  extremely  thin  and  did  not  extend  above 
the  tube.  I  traced  this  broad  ligament  as  far  as  the  pelvic  wall  and 
could  find  no  evidence  of  the  tube  or  ovary.  If  I  had  had  the  advantage 
of  hearing  Dr.  Ries'  paper  before  encountering  this  case,  I  should 
have  gone  even  higher  in  the  abdomen  to  see  if  possibly  there  were 
an  undescended  tube  and  ovary.  So  evidently  we  have  spontaneous 
amputation  of  the  tube  and  absence  of  the  ovary  in  this  case.  Either 
the  tube  and  the  ovary  have  been  absorbed,  or  else  they  were  higher  up  in 
the  abdomen  and  escaped  my  notice.  Of  course,  in  this  case  it  will  not 
be  proof  that  the  ovary  is  still  in  the  abdominal  cavity  if  the  woman 
menstruates  after  the  operation,  because  inasmuch  as  the  tube  and 
ovary  were  adherent  on  the  right  side  there  may  have  been  parts  of 
the  ovary  left. 

In  regard  to  the  after-treatment  of  abdominal  and  vaginal  sections, 
I  desire  to  say  a  few  words.  I  am  glad  that  Dr.  Ries  has  brought  up 
this  subject,  because  I  think  it  is  of  exceeding  value.  When  I  was  a 
hospital  interne  I  remember  distinctly  the  after-treatment  of  simple 
operations  on  the  cervix  and  perinaeum.  If  a  woman  had  a  cervix, 
cystocele  or  perinaeal  operation,  they  were  not  done  together  but  sepa- 
rately, and  she  had  a  diet  of  beef  tea  and  chicken  broth  for  two  weeks 
while  she  was  having  the  operation  on  the  cervix.  Then  she  had  beef 
tea  and  chicken  broth  for  another  two  weeks  while  she  had  an  opera- 
tion done  on  the  cystocele,  and  again  she  had  beef  tea  and  chicken  broth 
during  the  cystocele  operation.    That  treatment,  viewed  in  the  light  of 
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the  present  day,  was  as  far  to  one  extreme,  as  I  think  perhaps  we  may 
say  Dr.  Ries'  is  to  the  other.  It  was  not  based  on  scientific  principles. 
The  patient  was  too  much  starved  and  kept  in  bed  too  long.  In  the 
same  way  patients  on  whom  abdominal  sections  had  been  done  were 
kept  on  their  backs  for  a  week,  not  allowed  to  turn,  and  I  well  re- 
member at  the  end  of  this  time  lifting  these  patients  so  that  the 
draw  sheet  could  be  removed  preparatory  to  their  turning  over  on  the 
side.  All  that  has  been  changed  as  the  years  have  gone  by,  and  now 
we  are  in  a  better  position  to  judge  what  is  best  for  our  patients.  It 
is  not  a  question  of  what  can  be  done,  but  of  what  is  best  for  the 
patient.  We  have  had  delirious  and  insane  patients  get  up  on  the 
day  following  operation,  have  had  them  go  to  the  closet  when  the  nurse 
was  not  looking,  yet  these  patients  apparently  were  not  injured. 
But  I  do  not  think  that  such  should  be  the  routine  treatment  for  these 
patients.  I  agree  with  Dr.  Byford  that  it  is  best  to  give  the  parts  within 
the  pelvis  a  chance  to  heal,  not  by  confining  the  bowels  for  seven  days 
but  by  allowing  the  patient  to  remain  in  the  recumbent  posture.  I 
do  not  know  that  there  is  much  damage  done  by  allowing  these  pa- 
tients to  get  up  on  their  feet  on  the  second  or  third  day  after  opera- 
tion, as  far  as  the  intestinal  adhesions  are  concerned.  From  my  experi- 
ence with  intestinal  adhesions,  they  are  firm  a  very  few  hours  after 
operation,  and  I  very  much  doubt  whether  Dr.  Byford's  method  of 
starting  peristalsis,  if  it  is  done  twenty-four  hours  after  the  operation, 
will  have  much  to  do  with  the  non-establishment  of  the  adhesions.  I 
think  it  does  good  in  this  respect,  that  it  prevents  the  bowels  from 
becoming  stagnant ;  that  is,  it  avoids  paresis  of  the  bowel  and  the  accu- 
mulation of  gas,  which  in  itself  causes  paresis.  But  so  far  as  the  ad- 
hesions are  concerned,  I  am  doubtful. 

In  the  last  five  years  I  have  adopted  a  plan  somewhat  similar  to  Dr. 
Byford's  in  giving  enemas  shortly  after  operation.  I  give  a  mixture  of 
salts,  glycerine  and  water  about  twelve  hours  after  the  operation.  If 
the  bowels  fail  to  respond  to  that  enema,  I  let  the  patient  alone  for 
another  twelve  hours.  I  do  this  for  reasons  which  have  seemed  good 
to  me  from  carefully  watching  my  cases.  At  one  time  it  was  advocated 
to  give  salts  immediately  after  the  operation  in  order  to  avoid  perito- 
nitis, and  the  effect  upon  the  patients  was  not  pleasant.  They  vomited 
in  the  majority  of  cases,  and  I  could  not  see  that  this  method  was 
very  efficacious.  Now,  I  almost  never  give  any  morphine,  codeine  or 
anything  else  after  an  abdominal  section.  In  severe  cases,  by  giving 
these  enematas  and  carefully  refraining  from  giving  any  medicines,  ex- 
cept perhaps  strychnine  hypodermically,  I  find  my  patients  get  along 
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much  better  than  when  I  resort  to  more  active  treatment.  For  five 
years  I  have  not  given  any  whiskey  to  patients  after  an  abdominal  sec- 
tion. Prior  to  that  time  I  gave  it  in  quite  large  quantities,  in  one  or 
two  ounce  doses,  and  owing  to  the  depressing  effect  which  followed  its 
use,  I  gave  it  up. 

A  vaginal  incision  is  entirely  different  from  an  abdominal  incision. 
If  I  understand  Dr.  Ries  correctly  he  uses  the  same  methods  in  the 
after-treatment  of  his  abdominal  cases  that  he  does  in  the  vaginal  ones, 
and  allows  them  to  get  up  on  the  second  day  in  the  same  manner.  This 
is  wrong.  From  the  standpoint  of  the  abdominal  incision,  unless  we 
use  a  method  similar  to  the  one  advocated  by  Dr.  Harris,  whereby 
ihe  abdominal  incision  silver  wire  is  used  in  sewing  the  different 
abdominal  layers  together,  I  believe  that  the  intra-abdominal  press- 
ure may  cause  damage  to  the  abdominal  wound.  I  am  not  entirely  an 
ardent  advocate  of  catgut  for  holding  the  different  layers  of  the  ab- 
dominal wall,  because  I  believe  it  is  liable  to  give.  Certainly  I  would 
not  let  a  patient  get  up  after  so  short  a  time  if  I  employed  the  interrupted 
suture.  So  from  the  standpoint  of  the  abdominal  incision,  if  I  ad- 
vocated this  in  a  society  or  otherwise,  I  would  state  how  the  abdominal 
wall  should  be  sutured.  The  majority  of  my  cases  seem  to  do  better  for 
the  rest  in  bed,  not  that  I  could  not  get  them  out  of  bed  after  operations, 
say  within  two  or  three  or  five  days,  but  they  do  better  for  the  rest 
in  bed.  The  patient,  whose  case  I  have  described,  lost  a  great  deal  of 
sleep  for  two  weeks  previous  to  the  operation.  She  asked  me  two  days 
ago  if  she  could  not  get  up,  but  she  is  rather  anaemic  and  I  beiieve  she 
will  be  better  off  to  remain  in  bed  another  week.  At  the  end  of  this 
time  I  shall  allow  her  to  get  up  for  a  little  while  each  day  and  let  her 
leave  the  hospital  at  the  end  of  three  weeks. 

There  is  another  class  of  cases,  mentioned  at  the  last  meeting,  those 
of  poor  dispensary  patients,  who  have  not  had  a  good  rest  in  bed  for 
perhaps  years.  Such  patients  are  far  better  for  having  such  a  rest.  On 
the  whole,  therefore,  I  should  not,  as  a  rule,  advocate  the  early  getting 
up  of  patients  after  abdominal  or  vaginal  operations. 

Dr.  M.  L.  Harris  :  The  specimen  presented  by  Dr.  Ries  of  spon- 
taneous double  amputation  of  the  Fallopian  tubes  is  an  interesting  one, 
and  I  am  of  the  opinion  it  was  unmistakably  due  to  pathologic  processes 
during  adult  age.  The  Mullerian  ducts  are  developed  from  evagina- 
tions  of  the  caelum  epithelium  and  project  cephalo-caudal,  the  uterus 
developing  from  the  caudal  end.  If  the  tube  is  interrupted  in  its  de- 
velopment at  any  time  it  invariably  shows  in  the  uterus.  If  one  tube 
is  imperfectly  developed,  we  always  have  a  unilateral  uterus.    In  this 
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case  we  have  a  perfect  bilateral  uterus;  both  tubes  must  inevitably 
have  been  perfectly  developed  at  one  time.  Even  if  an  arrest  of  devel- 
opment take  place,  or  rather  an  arrest  of  growth  after  the  tube  has 
reached  its  caudal  end,  we  would  then  have  a  unilateral  uterus  de- 
veloped, rudimentary  on  one  side,  with  perfect  development  on  the 
other,  consequently  there  is  no  question  but  that  these  tubes  were  path- 
ologically amputated.  It  is  too  bad  that  the  doctor  did  not  perform 
here  an  abdominal  cceliotomy,  as  a  more  extensive  examination  could 
have  been  made  for  any  remaining  tube  higher  up. 

The  division  of  cceliotomies  into  abdominal  and  vaginal,  in  reference 
to  the  time  at  which  these  patients  should  get  up  after  operation,  is  in 
my  opinion  without  any  importance.  Unquestionably,  the  incision  in 
the  abdominal  wall  at  one  time  played  a  considerable  role.  However, 
since  I  have  been  using  the  longitudinal  wire  suture  I  find  it  makes  no 
difference.  The  abdominal  incision  has  lost  all  the  terrors  which  it 
seemed  to  have  had  before,  and  I  think  a  patient  can  get  up  just  as 
quickly  after  an  incision  in  the  anterior  abdominal  wall,  if  sutured  with 
longitudinal  wire  sutures,  as  after  vaginal  cceliotomy.  I  let  patients 
get  up  just  as  soon  as  they  feel  like  it;  I  do  not  set  any  particular  day 
for  them  to  get  up.  Some  feel  like  getting  up  the  first  two  or  three 
days  after  operations  and  others  at  the  end  of  a  week.  I  have  had 
patients  up  and  about  the  wards  at  the  end  of  a  week ;  I  have  had  others 
up  and  walking  around  with  wire  sutures  in  the  abdomen  at  the  end 
of  the  second  week,  and  have  recently  sent  three  patients  home  from 
a  hundred  and  fifty  to  five  hundred  miles  at  the  end  of  the  second  week 
after  laparotomies  in  which  I  had  used  the  longitudinal  wire  suture. 
This  suture  gives  such  accurate  approximation  and  is  so  firm  that  pa- 
tients feel  none  of  the  weakness  which  we  used  to  hear  them  complain 
of,  when  they  felt  as  if  the  abdomen  was  going  to  drop  apart.  These 
sutures  can  remain  any  length  of  time,  but  they  are  permitted  to  stay  at 
least  two  weeks.  With  the  wire  suture,  all  the  objections  which  we 
hear  against  the  anterior  abdominal  incision  have  lost  their  force.  The 
scar  is  insignificant.  There  are  no  lateral  openings  to  leave  scars.  We 
never  have  any  stitch  abscesses.  The  scar  is  perfectly  smooth,  union  is 
absolutely  perfect  and  the  patient  can  get  up  as  soon  as  she  feels  like  it. 

Dr.  Albert  Goldspohn  :  I  was  very  much  interested  in  the  case 
which  Dr.  Ries  so  ably  presented,  and  I  would  agree  with  his  deduc- 
tions in  regard  to  it. 

With  regard  to  intestinal  peristalsis  soon  after  abdominal  section, 
I  agree  with  Dr.  Byford's  view,  if  not  with  his  means.  I  think  it  is 
more  important  by  far  to  establish  intestinal  peristalsis  within  twenty- 
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four  hours  after  an  abdominal  section  than  to  establsh  inside  of  a  week 
general  muscular  action  of  the  body  which  is  healthy.  There  is 
usually  little  or  nothing  the  matter  with  the  extremities  and  trunk 
exclusive  of  the  abdomen  and  pelvis.  They  are  not  in  any  great  danger 
of  suffering  from  atrophy  from  inactivity  while  resting  in  bed  two 
weeks.  But  a  great  deal  of  harm  may  result  from  the  absence  of 
intestinal  action  very  soon  after  an  intra-abdominal  operation.  I 
would  like  to  ask  Dr.  Byford,  with  regard  to  cascara,  whether  its  effects 
are  uniform  and  whether  he  has  had  any  unfortunate  results  from  its 
use ;  and  in  that  connection  I  would  mention  one  instance  that  may 
perhaps  not  be  chargeable  to  cascara  but  at  the  same  time  made  me  a 
little  careful.  A  patient,  who  had  been  a  confirmed  invalid,  confined 
to  bed,  in  whom  constipation  was  a  leading  symptom,  required 
a  vaginal  hysterectomy ;  inasmuch  as  intestinal  torpidity  was  a 
leading  feature,  I  followed  Dr.  Byford's  suggestion,  gave  the  patient 
two  drams  of  fl.  ext.  cascara  two  hours  before  operation ;  every- 
thing transpired  very  kindly,  there  being  no  difficulty  about  the  opera- 
tion and  no  untoward  symptoms  afterward,  except  that  the  woman  had 
unusual  abdominal  pains  and  evacuations.  But  after  a  week,  and  con- 
tinuing later,  she  passed  masses  of  membrane  from  the  bowel  as 
if  she  had  dysentery.  There  were  regular  exfoliations  of  mucous  mem- 
brane, and  she  continued  to  have  intestinal  difficulty  from  that  time 
until  she  passed  out  of  my  hands,  when  I  turned  her  over  to  a  medical 
gentleman.  She  had  intestinal  trouble;  stricture  with  ulceration  was 
my  view. 

In  regard  to  this  subject  of  early  getting  up  after  abdominal  and  vag- 
inal operations,  it  is  perhaps  opportune  that  we  be  exhorted  by  some  one 
not  to  persist  too  far  in  keeping  our  patients  in  bed  in  a  routine 
manner.  It  is  unnecessary  that  they  all  lie  in  bed  two  or  three  weeks 
after  operations.  Exceptionally  they  can  get  up  a  good  deal  earlier 
than  that.  But  what  are  the  principal  features  to  be  considered  as  a  guide 
in  determining  this  question?  It  has  been  stated  by  good  authority 
that  experience  shows  we  have  proportionately  more  deaths  from  pul- 
monary embolism  and  cerebral  embolism  after  vaginal  hysterectomy 
than  after  abdominal  operations,  the  thrombi  being  loosened  in  the  veins 
of  the  pelvis  and  floating  to  unfortunate  places.  Apparently  owing  to 
the  greater  liberty  of  movements  in  bed  allowed  patients  after  vaginal 
section,  because  they  are  less  sick  than  the  ventral  cases.  In  this  con- 
nection I  wish  to  relate  a  sad  experience.  An  elderly  lady,  a  sound 
healthy  individual  without  any  heart  disease,  was  subjected  to  a 
vaginal  hysterectomy  by  me.    The  next  morning,  in  less  than  twenty 
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hours  after  the  operation,  when  the  night  and  day  nurses  were  chang- 
ing, she  stole  a  march  and  got  up  to  get  a  glass  of  water  because  she 
felt  well  enough  to  do  so.  She  came  back  to  bed  with  the  assistance 
of  a  nurse  but  was  dead  inside  of  ten  minutes.  Autopsy  showed 
embolism  in  the  brain. 

In  a  general  way  we  ought  to  cling  to  the  principle  that  an  injured 
member  should  be  put  at  rest.  We  are  talking  now  about  abdominal 
and  vaginal  sections  for  pelvic  lesions,  and  we  certainly  do  not  put  the 
pelvis  at  rest  with  the  patient  in  the  erect  posture.  In  our  clinical 
experience  we  have  noticed  that  many  of  our  gynaecological  patients 
complain  a  great  deal  of  pain  when  they  are  up  and  about.  They  will 
tell  us  that  if  the  pain  is  bad,  shortly  after  they  lie  down,  the  pain  is 
better.  They  will  tell  us  that  they  have  pain  in  the  daytime,  but  not 
at  night  when  lying  down.  I  have  had  to  do  with  cases  of  young 
girls  at  or  about  puberty,  with  obstinate  neuralgias,  dyspepsia  and  con- 
sequent anaemia,  owing  to  large  cystic  ovaries.  If  they  had  been  older 
I  would  have  advised  doing  some  operation,  yet  in  those  children  it 
would  seem  almost  heartrending  to  propose  surgery.  Furthermore, 
local  treatment  of  any  kind  in  such  cases  is  equally  out  of  place.  I 
recall  several  such  cases,  one  in  particular.  Medicine,  including 
iron  in  its  most  approved  form  and  manner,  had  been  given  internally 
by  some  of  the  best  physicians  in  the  city,  and  in  some  of  the  cases 
one  or  two  gynaecologists  had  preceded  me.  It  was  hard  to  tell  what 
to  do  with  such  cases.  The  diagnosis  was  made  by  recto-abdominal 
palpation  without  narcosis  in  some,  in  others  by  an  additional 
vagino-abdominal  palpation  during  narcosis.  I  decided  to  try  to  deplete 
their  pelves  by  postural  treatment  and  rest.  They  were  ordered  to  bed 
and  kept  there  for  a  month,  in  two  cases  for  two  months,  with  the 
foot  of  the  bed  elevated  a  foot  and  a  half  at  least,  allowing  them  only  a 
little  roll  for  a  pillow  to  lay  the  head  on.  This  seemed  at  first 
awkward  to  them,  but  very  satisfactory  results  were  obtained  at  the 
end  of  a  week.  There  was  soon  a  diminution  of  dyspepsia  and  of  pain, 
with  a  marked  improvement  in  sleep,  appetite  and  nutrition  soon  fol- 
lowing. We  need  to  recognize  this  principle  in  our  post-operative  treat- 
ment if  the  highest  degree  of  permanent  good  is  to  be  attained  by  our 
operations. 

So  far  as  the  danger  of  the  abdominal  incision  is  concerned,  I 
think  I  would  risk  having  my  patients  get  up  in  two  or  three  days 
and  that  nothing  would  happen  to  the  abdominal  incision,  the  way  I  sew 
it  up.  But  I  want  them  to  remain  in  bed  in  order  to  get  good  results 
at  the  site  of  operation  proper,  because  if  they  get  up  very  early  the 
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induration  in  parts  containing  stitches  and  about  stumps,  possibly  also 
exudates  that  would  occur  in  a  minimum  degree  when  the  patients  lie 
down,  will  take  place  in  a  maximum  degree  if  the  parts  are  not  allowed 
the  privilege  of  rest,  and  there  will  be  a  proportionate  sacrifice  of  the 
degree  of  recovery  from  former  ailments. 

Dr.  Frank  A.  Stahl:  When  Dr.  Ries  advanced  the  argument 
some  time  ago  of  permitting  patients  to  get  up  and  be  about  from  the 
second  to  the  seventh  day  after  abdominal  and  vaginal  operations,  and 
had  reiterated  those  sentiments  here  to-night,  I  wondered  whether 
there  has  been  a  new  era  established  in  surgical  pathology.  I  believe 
it  was  Billroth,  the  great  pathologist,  who  said  that  where  we  desire 
restoration  or  regeneration  in  an  injured  part  it  should  be  given 
physiological  rest.  Pathologists  throughout  the  world  have  seconded 
that  doctrine.  The  conclusion  of  the  essayist  strikes  me  as  unwar- 
rantable and  premature.  Because  post-operatively  the  psychically  ab- 
normal, delirious  or  insane  patient  does  exceptionally  get  up,  go  to 
the  toilet-room  and  return  without  injury  (but  not  in  all  cases), 
therefore  the  normal  patient  can  do  likewise,  seems  to  be  a  conclu- 
sion quite  extravagant.  Even  so  extreme  would  be  the  conclusion 
that  because  the  somnambulist  may  tread  with  safety  the  serrated  edge 
of  the  roof  during  his  hypnotic  wanderings  (but  not  without  more 
or  less  physical  or  mental  exhaustion),  therefore  the  ordinary  indi- 
vidual, normally,  ought  to  do  likewise.  It  has  been  advocated  to-night 
to  allow  patients  to  get  up  two  or  three  or  five  days  after  operations 
with  stitches  in  the  abdomen.  The  question  arises  whether  adhesion 
of  the  parts  takes  place  to  such  an  extent  as  to  warrant  patients  in 
getting  up  without  danger  in  so  short  a  time  after  operations.  I  do 
not  think  so.  Here  is  another  thought :  One  of  the  speakers  claimed 
that  there  need  not  be  any  fear  from  the  stitches  which  are  left  in 
these  operations,  and  that  patients  may  get  up  in  a  day  or  two  without 
the  wound  breaking  apart.  That  may  be  true  in  some  cases  where  the 
physiological  resistance  is  normal.  But  let  us  take  those  cases  upon 
which  we  operate  in  whom  the  physiological  resistance  is  not  normal ; 
there  the  presence  of  the  stitches  has  a  tendency  to  produce  irritation, 
which  will  militate  against  a  future  perfect  restoration  of  the  part 
and  its  physiological  function.  I  have  been  surprised  in  listening  to 
some  of  the  remarks  made  this  evening.  I  know  of  two  fatal  cases 
that  occurred  from  patients  getting  up  too  early  after  operation. 
One  patient  was  operated  upon  in  one  of  our  hospitals  for  some  path- 
ological condition  whose  nature  I  do  not  know.  She  was  a  young 
woman.    The  day  after  returning  home,  her  little  child,  in  trying  to 
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climb  upon  the  bed,  was  about  to  fall,  when  she  sprang  up  to  catch  it 
from  falling;  in  doing  so  something  must  have  given  way  intra- 
abdominally,  for  when  I  arrived  she  was  breathing  her  last.  The 
other  case  was  that  of  a  multipara  after  a  normal  labor.  On  the  fifth 
day,  noticing  her  two  little  girls  trying  to  lift  quite  a  heavy  basket, 
for  fear  they  might  injure  themselves,  she  arose  and  assisted  in  lifting 
the  basket;  a  few  hours  afterward  she  died.  I  recall  another  case  of  re- 
cent date,  upon  whom  a  herniotomy  was  done,  shortly  after  which  the 
patient  was  sent  home;  there  was  apparently  perfect  union.  She  was 
able  to  get  around,  but  complained  of  some  pain  not  serious.  This 
woman  was  treated  with  an  abdominal  supporter.  If  there  is  any  virtue 
in  allowing  patients  to  get  up  early  after  operations  or  in  testing  the 
cicatrix,  which  is  permitted  to  be  exposed  to  intra-abdominal  pressure 
without  support,  this  certainly  was  a  case  for  such  test.  In  this  case 
for  some  reason  the  abdominal  supporter  was  applied  about  the  ab- 
domen but  did  not  cover  the  cicatrix  from  the  herniotomy.  Under 
this  increased  intra-abdominal  pressure  it  is  not  surprising  that  she 
soon  complained  of  pain  and  bulging  of  the  cicatrix.  This  woman  is 
now  wearing  a  truss,  and  sooner  or  later  she  will  have  to  undergo  a 
second  operation.  It  seems  to  me  that  surgical  pathology  argues 
against  allowing  patients  to  get  up  at  the  end  of  two  or  three  or  five 
days.  I  recall  a  case  in  which  I  performed  three  cceliotomies  upon 
the  same  patient,  two  for  extra-uterine  pregnancy  and  one  for  an 
ovarian  cyst.  This  woman  has  never  enjoyed  better  health  since  she 
has  been  married  than  after  these  three  operations  done  in  the  short 
space  of  a  little  over  one  and  three-fourth  years — twenty-one  months. 
After  the  first  operation  she  remained  in  the  hospital  seven  weeks; 
after  the  second,  five  weeks;  and  after  the  third,  three  weeks.  The 
after-treatment  was  governed  largely  by  the  conditions  and  sympto- 
matology of  the  case,  nor  has  she  even  a  slight  bulging  of  the  cicatrix. 

There  is  one  other  point  I  wish  to  refer  to,  so  far  as  the  after-treat- 
ment is  concerned,  and  it  is  this:  We  all  know  that  secondary  haemor- 
rhage, peritonitis  and  sepsis  are  the  three  great  factors  we  wish  to 
avoid.  Secondary  haemorrhage  is  especially  favored  by  too  early 
physical  exertions,  such  as  the  patient  brings  about  by  being  in  the 
upright  position,  for  when  in  this  position  it  is  easy  to  have  rupture 
of  the  parts.  In  like  manner  is  peritonitis  favored.  So  far  as  sepsis 
is  concerned,  you  may  rub  a  roughened  surface  that  has  not  yet  been 
perfectly  restored,  and  the  consequence  follows  that  you  encourage  a 
lowered  resistance  of  the  part ;  an  inflammatory  exudation  with  a  de- 
termination of  septic  material  to  the  part  and  absorption.    This  is  not 
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rare  in  post-operative  cases.  In  regard  to  vomiting  and  its  control,  an 
excellent  thing  to  use  is  a  solution  of  tartaric  acid,  half  a  teaspoonful  in 
a  glass  of  water ;  let  the  patient  sip  it  in  teaspoonful  doses ;  my  ac- 
quaintance with  its  pleasant  refrigerant  and  gastro-intestinal  cor- 
rective qualities  in  typhoid  fever  led  to  its  use  for,  and  in  anticipation 
of,  post-operative  gastric  disturbances. 

Dr.  Henry  P.  Newman  :  I  take  it  that  we  are  yet  to  hear  from 
Dr.  Ries  as  to  the  object  of  letting  patients  up  two  or  three  days  after 
operations.  I  was  anxious  to  know  the  reason  why  and  just  what 
benefits  accrue  and  to  what  cases  it  is  applicable.  We  do  not,  all  of  us, 
remove  the  appendages,  uterus  and  tubes  for  simple  inflammatory 
trouble ;  occasionally  we  leave  something  behind  to  be  taken  care  of. 
If  the  line  of  treatment  advocated  by  Dr.  Ries  is  efficient,  we  want  to 
know  about  it.  So  far  as  my  experience  goes,  a  great  deal  of  benefit 
is  derived  from  the  recumbent  posture,  as  has  been  said  by  Dr.  Gold- 
spohn  and  others.  By  rest  of  the  parts  we  sometimes  accomplish  fully 
as  much  as  we  do  by  the  knife.  It  is  not  wholly  a  question  of  an 
abdominal  or  vaginal  wound ;  it  is  the  condition  of  affairs  in  the  pelvis, 
and  cases  should  be  carefully  selected,  to  say  the  least,  that  should  be 
allowed  to  get  up  at  the  end  of  two  or  three  days. 

I  agree  with  Dr.  Byford  in  regard  to  forestalling  our  cases  against 
gaseous  distress,  adhesions  and  paresis  of  the  bowels  by  giving  early 
enemata  and  obtaining  action  of  the  bowels  promptly.  As  the  hour 
is  late,  I  do  not  wish  to  consume  further  time. 

Dr.  A.  H.  Ferguson  :  I  would  like  to  say  a  word  or  two  on  this 
interesting  subject.  The  paper  of  Dr.  Ries  was  extremely  interest- 
ing and  he  has  gone  over  the  subject  in  a  very  able  manner.  We  are 
indebted  to  him  for  giving  us  his  ideas  on  this  subject.  It  reminds  me 
of  a  case  I  operated  on  at  Columbus,  Nebraska,  last  fall.  I  was  asked 
to  do  a  vaginal  cceliotomy  for  tubal  trouble.  This  I  did,  and  found 
only  one  tube  and  ovary.  I  searched  for  about  fifteen  minutes  for  the 
other  tube  and  ovary  but  could  not  find  them.  A  report  came  six 
months  later  that  an  abdominal  section  was  made,  and  the  left  tube  and 
ovary  were  found  high  up — a  pyosalpinx  left  behind.  This  illustrated 
a  point  that  was  brought  out  by  Dr.  Harris  in  connection  with  the 
case  of  Dr.  Ries.  I  remember  operating  some  fifteen  years  ago  on  a 
case  of  complete  rupture  of  the  perinseum.  The  case  occurred  in  my 
own  practice ;  I  used  forceps  and  there  was  complete  rupture.  I  did  an 
immediate  operation  and  obtained  union  by  first  intention.  I  removed 
the  stitches  on  the  morning  of  the  ninth  day,  allowed  the  woman  to  get 
up,  and  about  five  o'clock  in  the  evening  she  died  of  embolism.  We 
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may  have  embolism  early,  or  late  when  absorption  begins  to  take  place, 
which  is  about  the  ninth  or  tenth  day.  By  having  the  patient  remain  in 
bed  longer,  this  trouble  might  probably  have  been  obviated. 

A  year  ago  I  reported  a  case  to  the  Chicago  Medical  Society  of  a 
little  boy  upon  whom  I  did  a  gastroenterostomy,  using  silkworm  gut 
stitches  to  close  the  abdominal  wall.  These  were  removed  on  the  ninth 
day.  The  same  night  the  small  intestines  protruded  from  the  wound, 
showing  that  some  patients,  even  if  allowed  to  get  up,  must  have  the 
stitches  remain  in  place,  as  has  been  mentioned  by  Dr.  Harris. 

I  remember  opening  the  abdomen  a  second  time  for  some  com- 
plication. In  one  case  it  was  volvulus,  about  the  seventh  or  eighth  day 
after  operation,  and,  upon  removing  the  through-and-through  stitches, 
instead  of  using  the  knife  to  open  the  abdomen  I  used  my  finger; 
the  repair  was  only  granular.  So  the  idea  of  allowing  patients  to  get 
up  too  early  after  operations  is  to  be  deprecated,  and  in  my  own  prac- 
tice I  am  guided  very  largely  by  knowledge  of  the  history  of  repair. 
In  my  vaginal  or  abdominal  operations  I  keep  my  patients  in  bed  for 
two  weeks,  allowing  them  to  sit  up  in  bed  during  the  third  week,  and 
then  letting  them  out  of  bed.  I  give  four  or  five  grains  of  calomel  four 
or  five  hours  before  the  operation,  and  immediately  after  the  operation 
small  doses  of  salines,  after  the  vomiting  from  the  anaesthetic  has 
ceased.  With  this  practice,  carrying  it  out  faithfully,  I  get  as  good 
results  as  I  should  by  allowing  patients  to  get  up  so  early,  and  it  lessens 
the  danger  to  life. 

Dr.  Ries  (closing  the  discussion)  :  This  discussion  has  been  very 
instructive  to  me,  and  I  am  surprised  that  the  attacks  have  not  been 
more  furious.  A  few  words  as  to  the  case  which  I  reported.  Dr. 
Peterson  misunderstood  me  when  he  said  that  when  there  is  a  stump 
of  the  tube  the  amputation  must  have  been  during  intra-uterine  life. 
That  is  not  what  I  meant.  I  said  that  the  tube  must  have  developed 
but  must  have  become  separated  after  its  development,  during  intra- 
uterine or  extra-uterine  life,  because  during  either  period  peritonitis  is 
possible.  The  tube  must  have  been  formed  and  then  cut  by  the  ad- 
hesions. If  no  tube  forms,  then  there  is  no  stump.  Then  Dr.  Harris 
said  when  the  tube  does  not  form  that  there  must  be  a  defect  in  the 
uterus.  But  that  is  not  entirely  correct,  because  a  part  of  the  tube 
only  may  be  formed  and  part  of  the  uterus  may  also  be  present.  If 
the  Mullerian  ducts  formed  by  the  growing  down  of  the  cceloma  epi- 
thelium should  suddenly  end  lower  down,  invagination  of  the  epithe- 
lium may  again  take  place  lower  down,  giving  rise  to  the  uterus.  Ir- 
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regularities  of  the  epithelium  may  take  place  but  this  is  a  matter  of 
minor  significance. 

As  to  the  after-treatment  of  abdominal  and  vaginal  operations,  I 
would  not,  for  a  moment,  think  of  addressing  in  a  dogmatic  tone  the 
members  of  the  Chicago  Gynaecological  Society,  who  have  had  more 
extensive  experience  and  greater  opportunities  for  observation  than 
myself.  I  did  not  intend  to  do  that  and  I  could  not  do  it.  The  occa- 
sion which  brought  out  this  discussion  was  the  report  of  one  of  my 
cases  of  vaginal  operation.  But  as  the  question  of  after-treatment  has 
been  raised  permit  me  to  say  the  following :  The  after-treatment,  which 
I  outlined  in  that  case,  I  follow  in  abdominal  sections  just  as  well,  and 
it  makes  no  difference  to  me  whether  there  are  adhesions  to  the  in- 
testines, to  the  uterus  or  to  any  other  organ.  It  makes  no  difference 
whether  I  leave  any  raw  surfaces ;  it  makes  no  difference  whether  I 
suture  the  bowel,  do  a  gastroenterostomy,  a  nephropexy,  an  extirpa- 
tion of  the  kidney,  an  operation  on  the  ureter,  suture  of  the  omentum 
to  the  abdominal  wall,  extirpate  the  gall-bladder  or  do  a  gall-bladder 
operation  and  an  ovariotomy  on  the  same  patient  on  the  same  morning; 
all  that  has  nothing  to  do  with  allowing  the  patient  to  get  up,  as  long 
as  the  abdomen  is  closed  completely  and  securely  at  the  end  of  the 
operation. 

As  to  the  consequences  of  allowing  patients  to  get  up  so  early 
after  abdominal  and  vaginal  operation,  if  I  were  addressing  students, 
who  sometimes  ask  me  questions  about  the  after-treatment  of  my  cases 
and  who  sometimes  shake  their  heads  considerably,  I  might  say  to 
them,  you  do  not  know  anything  about  it.  Try  it  first,  then  talk  about 
it.  I  cannot  say  that  here,  because,  in  the  first  place,  some  of  you 
do  know  about  it  from  your  own  experience.  In  the  second  place, 
some  of  you  have  observed  my  cases.  I  have  not  developed  this  method 
of  after-treatment  over  night,  nor  at  the  writing-desk,  but  from  clinical 
experience  during  the  last  four  years,  step  by  step.  One  or  two  of 
the  speakers  remarked  that  I  have  gone  to  extremes.  They  are  per- 
fectly right.  I  want  to  go  to  the  extreme  of  the  permissible.  Why? 
Because  we  all  do  this  more  or  less  in  our  work.  We  do  not  put  in 
any  more  stitches  in  sewing  a  wound  than  we  think  are  necessary; 
we  do  not  dress  wounds  more  frequently  than  we  have  to,  and  so 
some  keep  one  patient  in  bed  eight  days  after  an  operation,  another 
twelve  days,  another  three  weeks,  and  still  another  six  weeks,  because 
they  think  it  is  essential  for  the  welfare  of  them.  When  I  went  below 
the  usual  length  of  time  in  bed,  I  proceeded  slowly,  with  considerable 
hesitation  and  misgivings. 
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As  to  the  dangers  of  hernia,  the  breaking  open  of  the  incision,  and 
embolism,  the  possibilities  of  these  dangers  were  not  unknown  to  me, 
because  I  had  observed  such  mishaps  in  cases  in  which  I  had  followed 
the  usual  after-treatment  of  keeping  patients  in  bed  two  or  three 
weeks.  Since  I  have  not  kept  them  in  bed  any  more  than  is  absolutely 
necessary,  I  have  not  had  a  case  of  embolism  nor  a  case  where  the 
abdominal  sutures  gave  way,  nor  a  hernia  where  there  has  been  pri- 
mary union.  And  I  do  not  give  my  patients  abdominal  supporters 
for  use  after  these  operations,  as  mentioned  by  Dr.  Stahl. 

As  to  the  occurrence  of  embolism,  it  will  be  observed  that  it  may 
take  place  anywhere  from  hours  to  six  weeks  or  more  after  operation, 
the  patient  having  been  confined  to  bed  for  this  period  of  time.  I  do 
not  think  we  can  prevent  the  occurrence  of  embolism  by  having  the 
patients  remain  in  bed.  In  some  cases  we  may  guard  against  breaking 
open  of  the  abdominal  incision  by  keeping  them  in  bed.  While  I 
was  connected  with  the  hospital  at  Strasburg,  where  through-and- 
through  sutures  were  used  in  abdominal  work,  I  saw  a  case  in  which 
the  abdominal  incision  broke  open  more  than  a  week  after  the  operation 
and  permitted  the  escape  of  some  bowel.  The  wound  had  to  be  re- 
sutured,  but  it  did  not  do  the  patient  any  harm.  In  none  of  my  cases 
has  the  abdominal  suture  given  way.  I  have  not  used  the  longitudinal 
suture  of  Dr.  Harris  so  far.  I  suture  in  layers,  and  I  form  as  many 
layers  in  my  suture  as  I  cut  through  during  the  operation.  In  my 
vaginal  operations  I  have  never  had  the  sutures  give  way.  But  I  know 
of  vaginal  operations  in  which  the  sutures  gave  way  three  weeks  after 
operation,  although  the  patients  were  kept  in  bed  during  that  length  of 
time.  Why  do  these  sutures  give  way?  Not  because  the  patient  is  not 
in  bed  but  because  primary  union  has  not  taken  place,  and  for  the 
same  reason  hernia  occurs. 

Dr.  Stahl:  I  would  like  to  ask  Dr.  Ries  whether  he  believes  pri- 
mary union  is  stimulated  by  the  upright  position. 

Dr.  Ries  (resuming)  :  In  the  discussion  it  has  been  stated  that 
when  a  patient  assumes  the  upright  position  there  is  greater  conges- 
tion of  the  pelvis  and  more  or  less  danger  of  the  formation  of  exu- 
dates. I  understand  that  sepsis  is  caused  by  infection  and  that  infec- 
tion is  carried  by  microbes ;  and  it  makes  no  difference  whether  an 
animal  has  four  legs  or  two  nor  whether  it  assumes  the  vertical  or 
horizontal  position.  If  you  infect  a  rabbit  with  the  abdomen  in  a 
horizontal  position,  it  gets  peritonitis.  If  you  infect  a  human  being 
with  the  abdomen  in  the  horizontal  or  vertical  position,  he  or  she  gets 
peritonitis  just  the  same.    If  you  injure  a  man  in  the  abdomen  with 
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a  pistol,  he  is  just  as  likely  to  get  peritonitis  in  the  horizontal  as  in 
the  upright  position.  If  you  put  him  on  an  operating-table  and  infect 
him,  he  gets  peritonitis  just  the  same.  The  position,  then,  has  abso- 
lutely nothing  to  do  with  it. 

As  to  the  formation  of  adhesions  after  operation,  the  point  I  wished 
to  make  was  that  in  many  of  my  gynaecological  cases  I  operated  through 
the  vagina  to  keep  away  from  the  bowel.  If  I  operate  on  cases  with 
intestinal  adhesions  through  the  abdomen,  if  I  break  up  those  adhe- 
sions, I  make  raw  surfaces  before  I  get  to  the  seat  of  the  disease  which 
I  wish  to  remove.  If  I  operate  through  the  vagina,  I  remove  the 
offending  organ  and  leave  most  of  the  adhesions  alone.  If  I  operate 
through  the  abdomen  and  have  to  break  up  adhesions,  I  leave  a  raw 
surface  or  surfaces,  and  in  most  cases  it  is  not  possible  to  cover  these 
raw  surfaces  with  peritonaeum.  Therefore,  what  becomes  of  the  raw 
surfaces  ?  They  become  adherent  to  anything  and  everything  that 
comes  in  contact  with  them.  These  adhesions  form  rapidly.  If  you 
keep  the  bowel  quiet  by  the  administration  of  opium,  etc.,  you  are 
liable  to  get  firm  adhesions  and  intestinal  kinks.  On  the  other  hand, 
if  you  do  not  keep  the  bowel  quiet,  you  cause  the  intestines  to  pull  on 
these  adhesions  by  peristaltic  action  and  the  more  friable  of  them 
give  way.  If  you  should  have  a  case  in  which  exudates  are  formed,  it 
is  not  because  the  woman  gets  up  early,  but  because  there  is  infection. 
Absorption  of  the  exudates  or  hsematoma  takes  place  the  more  rap- 
idly the  more  active  the  lymphatic  and  blood  circulation  in  that  part  is. 
After  operations  in  the  pelvis,  be  they  intraperitonaeal  or  extraperito- 
naeal,  the  pelvic  organs  will  continue  to  move  more  or  less;  the  more 
they  move  the  more  rapidly  the  exudate  disappears,  if  there  is  no  in- 
fection. 

I  think  Dr.  Newman  struck  the  keynote  when  he  raised  the  question 
as  to  the  advantage  of  this  method  of  after-treatment.  Why  do  we  want 
to  change  or  depart  from  the  time-honored  custom  of  allowing  patients 
to  remain  in  bed  a  long  time?  It  sounds  strange,  it  looks  outlandish, 
you  say.  Why  should  we?  Is  there  any  advantage  to  be  derived  from 
it?  Yes.  The  greatest  advantage  is  that  the  patient  need  not  stay  in 
bed  any  longer  than  is  absolutely  necessary.  If  any  of  you  will  ask 
your  patients,  who  have  been  in  bed  two  or  three  weeks  after  opera- 
tions, whether  they  would  like  to  get  up  or  not,  they  will  invariably 
answer,  "yes."   They  have  better  things  to  do  than  to  stay  in  bed. 

In  dealing  with  the  reduction  of  time  in  the  after-treatment,  we  have 
to  consider  the  historical  development  of  laparotomy,  and  in  the  ques- 
tion of  regulation  of  the  bowels  we  are  dealing  with  the  remnant  of 
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a  mistake  between  cause  and  effect.  In  the  beginning  of  our  experience 
with  laparotomies,  sepsis  occurred  in  many  cases  because  surgeons 
did  not  know  so  much  about  antisepsis  and  asepsis  as  they  do  now. 
Those  cases  in  which  the  bowels  moved  early  recovered  more  easily; 
therefore,  the  shrewd  surgeon  concluded  that  because  the  bowels  moved 
early  recovery  took  place  more  speedily.  But  he  made  a  mistake  in  his 
calculation.  Patients  did  not  recover  and  get  on  their  feet  because 
the  bowels  moved  early  but  because  they  were  not  infected.  If  you 
have  an  infected  peritonaeal  cavity,  you  do  not  get  the  bowels  to  move ; 
if  you  have  an  uninfected  peritonaeum,  you  can  move  the  bowels  any 
time  you  wish  to  do  so.  You  can  move  them  once  or  fifteen  times.  This 
is  merely  a  question  of  comfort  of  the  patient  and  of  the  nurse. 

In  my  experience  the  question  has  resolved  itself  into  doing  as  little 
as  possible  and  as  much  as  necessary.  People  who  are  accustomed  to 
have  daily  bowel  movements  do  not  feel  comfortable  unless  they  have 
them.  Persons  accustomed  to  daily  movements  of  the  bowels  expect 
the  bowels  to  move  as  freely  after,  as  they  did  before,  operation.  I  do 
not  think  the  day  following  a  laparotomy  is  a  specially  favorable  time 
for  having  a  diarrhcea.  God  knows,  our  patients  have  to  stand  enough, 
and  I  do  not  see  the  need  of  inducing  an  artificial  diarrhoea  either  be- 
fore or  after  an  operation. 

Another  thing  in  the  after-treatment:  I  have  not  given  strychnia 
for  a  long  time,  regarding  it  as  unnecessary,  and  in  the  doses  in  which 
it  is  usually  given  it  has  no  more  effect  than  sterile  water.  As  to 
alcoholics:  If  my  patient  is  a  German,  a  Swede  or  an  Italian,  accus- 
tomed to  wine,  etc.,  and  desires  to  have  a  little  wine  after  an  opera- 
tion, I  do  not  hesitate  to  let  her  have  it  the  same  as  before  the  opera- 
tion. 

In  order  to  show  the  variety  of  cases  amenable  to  such  after-treat- 
ment permit  me  to  mention  briefly  a  few  cases : 

Case  I. — Woman  about  34.  Lactation  atrophy  of  uterus,  gonor- 
rhceic  endometritis,  salpingitis,  ovarian  abscess  adherent  to  sigmoid 
flexure.  Perforation  of  uterus  during  curettage,  ventral  cceliotomy,  left 
salpingo-oophorectomy,  ovarian  abscess  intimately  adherent  to  bowels, 
especially  sigmoid  flexure,  the  serosa  of  which  is  injured  in  removal  of 
ovarian  sac.  Suture  of  sigmoid  flexure  and  of  perforated  uterus.  Up 
in  bed  twenty-four  hours  after  operation,  up  in  chair  forty-eight  hours 
after  operation,  walking  on  third  day,  home  in  less  than  two  weeks. 
Seen  again  a  few  days  ago  in  perfect  health. 

Case  II. — Man  26  years.  Pyloric  carcinoma,  metastasis  :n  liver. 
Extreme  emaciation.    Gastro-enterostomy  with  button.    Up  in  bed 
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twenty-four  hours  after  operation,  walking  on  third  day.  Seen  every 
week  since.  Scar  perfect,  gained  over  thirty  pounds  in  four  months, 
works  nine  hours  daily. 

Case  III. — Woman  about  46.  Cirrhosis  of  liver.  Talma's  operation 
Up  in  bed  twenty-four  hours  after  operation,  walking  forty-eight  hours 
after  operation.  Leaves  hospital  seven  days  after  her  laparotomy.  Has 
gained  thirty-seven  pounds  in  four  months. 

Case  IV. — Woman  about  60.  Stenosis  of  cystic  duct.  Extirpation 
of  gall-bladder.   Left  hospital  less  than  two  weeks  after  operation. 

Case  V. — Woman  about  45.  Cancer  of  uterus.  My  extensive  opera- 
tion was  done,  with  removal  of  lymphatic  glands  along  common,  ex- 
ternal and  internal  iliac  arteries.  Left  the  hospital  twelve  days  after 
operation,  going  home  on  street-car,  over  forty  blocks. 

Allowing  such  patients  as  I  have  described  to  get  up  early  affords 
them  great  relief ;  it  saves  time  and  expense  and,  as  they  regain  their 
natural  strength  much  more  rapidly  with  this  after-treatment,  I  recom- 
mend it. 

Dr.  Byford  :  With  regard  to  determining  the  time  when  a  patient 
may  get  up  after  an  operation,  I  think  we  all  recognize  the  fact  that  a 
healing  wound  should  be  kept  quiet,  whether  it  be  intra-peritonseal  or 
extra-peritonaeal.  However,  Nature  often  does  pretty  well  even  when 
the  parts  are  not  kept  quiet,  as  is  proven  by  the  fact  that  so  many  dogs 
get  well  after  abdominal  operations.  When  we  dress  a  wounded  wrist 
we  bandage  it  and  put  it  in  a  sling  to  keep  it  at  rest,  and  avoid  the 
discomfort,  and  to  a  certain  extent  the  harm,  of  having  it  hang  down 
and  having  it  used. 

After  an  abdominal  section  for  pelvic  disease  the  wounded  parts 
should  be  kept  quiet  and  the  blood  pressure  be  kept  reduced  by  rest  in 
bed  until  the  reaction  from  the  operation  has  subsided  and  the  process 
of  repair  is  well  under  way.  In  operations  of  small  extent  with  ideal 
results  this  may  not  be  more  than  a  few  days;  in  other  operations, 
which  cannot  be  termed  ideal,  the  patient  may  be  benefited  by  several 
weeks'  rest  in  bed.  If  the  rest  in  bed  is  injuring  a  person  then  there 
is  a  reason  for  getting  her  up  quickly,  but  if  not  I  should  say  that  she 
ought  to  remain  in  bed  at  least  one  week  more — often  longer.  I  think 
that  Dr.  Ries  has  done  the  profession  a  service  in  demonstrating  that  it 
is  no  longer  necessary,  in  the  majority  of  cases,  to  keep  the  patient  in 
bed  for  such  long  periods  as  were  considered,  and  probably  were,  neces- 
sary in  the  days  of  septic  surgery. 

Official  Transactions. 

C.  S.  Bacon,  Editor  of  Society. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  March  i,  1900. 

The  President,  J.  C.  DaCosta,  M.D.,  in  the  Chair. 

Some  Observations  on  Intubation  of  the  Larynx  by  the  O'Dwyer 
Method,  based  on  Seventy-five  Cases. 

By  John  W.  West,  M.D. 

.    .  (See  page  357. ) 

Discussion. 

Dr.  William  S.  Stewart:  I  certainly  approve  of  the  use  of  the 
O'Dwyer  tube,  as  spoken  of  by  Dr.  West.  I  have  not  had  occasion  to 
use  the  intubation  method  more  than  once  or  twice,  but  regard  it  as 
very  effective  in  relieving  the  distress  which  occurs  often  in  these 
cases  of  laryngeal  stenosis. 

Dr.  Edward  P.  Davis  :  When  we  contrast  Dr.  West's  report  with 
the  older  practice  of  tracheotomy,  the  superiority  of  intubation  is 
strikingly  evident.  A  violent  catarrhal  pneumonia  is  sometimes  mis- 
taken for  laryngeal  diphtheria,  and  a  physician  may  be  requested  to 
perform  intubation  in  such  a  case  upon  an  erroneous  diagnosis.  Un- 
like tracheotomy,  intubation  of  such  patients  would  produce  no  harm 
and  would  for  the  time  being  relieve  somewhat  the  dyspnoea  from 
which  these  patients  suffer  so  severely. 

Dr.  Charles  P.  Noble:  Although  the  subject  of  the  paper  is 
without  my  own  field  of  work,  I  have  listened  to  the  paper  with  much 
interest,  and  in  common  with  all  practitioners  I  look  upon  intubation 
as  a  great  step  forward  in  the  treatment  of  stenosis  of  the  larynx. 
There  is  no  doubt  but  that  it  has  been  the  means  of  saving  many  lives. 

There  have  been  two  cases  within  my  knowledge  which  show  that 
even  this  operation  is  at  times  fraught  with  danger.  The  child  of 
one  of  our  members  who  was  supposed  to  have  laryngeal  diphtheria 
was  intubated  by  a  gentleman  of  large  experience,  but  in  attempting 
the  operation  the  child's  lung  collapsed.  Exactly  the  mechanism 
which  caused  this  result  I  do  not  understand,  unless  obstruction  of 
the  trachea  occurred  and  collapse  resulted  from  the  struggles  of  the 
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child.  Autopsy  showed  merely  oedema  of  the  larynx  due  to  a  simple 
inflammatory  condition,  so  that  in  this  case  the  intubation  caused 
the  child's  death.  In  another  case  of  which  I  have  knowledge  the  in- 
tubation tube  slipped  into  the  lung  and  was  probably  the  cause  of  the 
death. 

Personally  I  have  had  no  experience  in  intubation  and  my  knowl- 
edge is  purely  that  of  experience  of  others,  and  I  mention  these  two 
cases  as  bearing  on  the  general  aspects  of  the  subject. 

Dr.  George  I.  McKelway:  I  regret  that  I  did  not  hear  all  of  Dr. 
West's  paper.  My  experience  would  bear  out  what  Dr.  Davis  has 
said  in  regard  to  treatment.  Antitoxin  and  intubation  render  diph- 
theria, if  diagnosticated  soon  enough  and  if  early  precautions  are 
taken,  not,  in  my  judgment,  an  awfully  dangerous  disease.  Dr.  West 
has  intubated  two  cases  for  me,  and  1  have  greatly  admired  the  skill 
and  dexterity  with  which  he  has  done  it  and  in  both  cases  the  relief 
to  the  child  has  been  very  great  indeed. 

Dr.  J.  M.  Fisher:  Dr.  West  has  intubated  several  cases  for  me 
and  the  relief  afforded  was  great.  Even  in  some  cases  that  died  the 
operation  gave  relief  to  the  terrible  dyspnoea  which  attends  death  from 
laryngeal  diphtheria. 

I  recall  one  instance  in  which  symptoms  of  obstruction  occurred 
after  the  tube  had  been  retained  for  two  or  three  days  and  in  which 
relief  followed  the  removal  of  the  tube.  While  the  tube  gave  relief 
temporarily,  the  opening,  no  doubt,  was  obstructed  subsequently,  and 
the  patient's  life  was  saved  by  the  prompt  removal  of  the  tube. 

Dr.  Stubbs  :  I  would  like  to  ask  whether  antitoxin  was  used  early 
in  the  cases  referred  to,  and  what  were  the  results  from  it?  I  have 
such  great  faith  in  the  use  of  antitoxin  that  I  have  almost  ceased  to 
dread  diphtheria. 

Dr.  West:  Dr.  Davis'  statement  that  the  measure  might  be  use- 
ful in  pneumonia  I  think  is  quite  correct.  Indeed,  I  think  that  in 
stenosis  occurring  in  the  larynx  from  any  cause  that  this  measure 
can  be  used  at  least  without  any  injury  to  the  patient. 

I  am  not  able  to  give  a  detailed  statement  concerning  the  use  of 
antitoxin  as  to  the  number  of  cases  in  which  it  was  used  and  those  in 
which  it  was  not  used.  A  number  of  the  cases  operated  upon  had  re- 
ceived the  antitoxin;  perhaps  the  larger  majority  of  them  had  not. 
With  the  exception  of  3  cases,  the  75  on  which  I  operated  were  seen 
in  consultation  and  some  of  them  after  three  or  four  days'  duration 
of  the  disease.  I  believe  that  all  observers  are  agreed  that  in  this 
period  of  the  disease  the  use  of  antitoxin  is  practically  useless. 


376 


Transactions  of  Societies. 


A  Case  of  Vaginal  Diphtheria  during  Pregnancy,  zuith  the  Recovery 

of  the  Patient. 

Dr.  Edward  P.  Davis  :  Some  months  ago  one  of  my  clinical 
assistants  was  asked  to  see  a  young  woman  ill  in  a  lodg- 
ing-house. It  was  supposed  that  the  case  was  one  of  threat- 
ened early  abortion.  Upon  examination  it  was  found  that  the 
threatened  early  abortion.  Upon  examination  it  was  found  that  the 
patient  was  in  the  early  months  of  pregnancy.  There  was  reason 
to  believe  that  attempts  had  been  made  to  empty  the  uterus.  There 
was  upon  the  vaginal  mucous  membrane  a  foreign  membrane,  diph- 
theritic in  character.  The  patient  had  the  constitutional  signs  of 
septic  infection.  She  was  removed  to  the  Municipal  Hospital,  when 
diphtheria  of  the  vagina  was  diagnosticated.  She  went  through  her 
pregnancy,  however,  without  interruption  and  was  subsequently  de- 
livered of  a  living  child. 

We  sometimes  see  a  diphtheritic  membrane  in  the  vagina  in  cases 
of  septic  infection,  but  diphtheria  of  the  vagina  from  which  the  pa- 
tient makes  a  recovery  must  be  a  rare  occurrence. 

A  Review  of  the  Non-operative  Treatment  of  Certain  Pelvic  Inflam- 
matory Lesions. 

By  John  G.  Clark,  M.D. 

(See  page  343. J 
Discussion. 

Dr.  George  Erety  Shoemaker:  The  subject  of  non-operative 
treatment  of  pelvic  lesions  is  one  of  interest.  I  devoted  at  one  time 
a  good  deal  of  time  and  pains  to  the  study  of  its  results  in  dispensary 
work,  working  patiently  over  a  number  of  cases  for  periods  of  two 
and  three  years,  following  them  up  afterward.  I  have  also  studied 
the  results  in  hospital,  where  non-operative  treatment  was  carried  out 
because  of  grave  types  of  heart  or  kidney  lesions,  or  where  the  gravity 
of  the  pelvic  trouble  did  not  call  for  abdominal  section.  I  have  written 
a  little  on  the  subject  and  have  thought  a  good  deal  more. 

This  matter  should  not  be  confounded,  as  was  done  in  the  valuable 
presentation  just  listened  to,  with  operative  treatment  through  the 
vagina.  If  Dr.  Clark  adds  vaginal  drainage  it  brings  in  a  distinct 
process  and  confuses  to  a  certain  extent  the  discussion. 

When  we  consider  the  ultimate  result  of  purely  non-operative 
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treatment  it  has  been  my  experience  that  cure  is  seldom  obtained  in 
the  permanent  sense  of  that  word.  We  get  an  immediate  improve- 
ment, a  cessation  of  symptoms,  but  especially  in  working  women,  in 
those  who  cannot  control  their  surroundings,  we  usually  find  a  re- 
currence of  the  attacks  after  a  few  months  and  a  gradual  wearing  out 
of  the  health  of  the  individual.  This  would  apply  with  especial  force 
to  cases  where  there  was  a  distinct  focus  of  pus  or  a  large  amount 
at  the  outset  of  poorly  vitalized  adhesions.  In  post-puerperal  cases, 
even  where  there  has  been  considerable  tubal  suppression,  I  believe 
that  we  not  uncommonly  get  permanent  cure  through  tubal  drain- 
age, through  the  uterus,  and  through  resolution  of  the  surrounding 
inflammation.  That  has  been  brought  to  my  attention  in  two  cases 
which  absolutely  refused  operation  and  which  I  had  occasion  to  know 
afterwards  were  well,  as  I  was  able  to  examine  them. 

The  gonorrhceal  cases  make  fewer  permanent  recoveries  without 
ultimate  recurrence,  it  seems  to  me,  than  the  post-puerperal  cases ; 
although  partial  drainage  through  the  uterine  end  of  the  tube  in  gon- 
orrhceal cases  is  not  unheard  of,  and,  I  might  almost  say,  is  not  very 
infrequent.  Radical  drainage  of  these  tube  cases  is  quite  rare,  how- 
ever, and  they  are  liable  to  recurrence  of  symptoms.  I  operated  two 
days  ago  upon  a  patient  in  whom  pus  escaped  from  the  abdominal  ends 
of  the  tubes.  The  trouble  had  continued  over  two  years,  with  a  num- 
ber of  recurrent  attacks  of  pelvic  peritonitis  involving  fever  and  con- 
finement to  bed.  These  severe  cases  appear  in  the  common  experience 
of  all  of  us.  The  slighter  cases,  however,  will  certainly  yield  tem- 
porarily to  some  modification  of  massage,  or  the  application  of  the 
principle  of  massage,  to  the  patient  application  of  pressure 
through  the  wool  tampons,  to  the  application  of  ichthyol  and  to  the 
persistent  use  of  hot  water  and  rest  and  laxatives.  They  will  certainly 
improve  if  the  surgeon  has  the  patience  and  time  to  give  to  them, 
or  if  the  patients  have  the  money  to  secure  proper  surroundings  and 
treatment.  But  they  will  almost  certainly  have  recurrences  at  possibly 
long  intervals.    This  has  been  my  experience. 

I  should  like  to  express  thanks  to  Dr.  Clark  for  bringing  forward 
this  subject,  which  is  one  deserving  very  thorough  discussion,  and 
for  calling  attention  to  this  additional  method  of  treatment.  My  ob- 
servation would  corroborate  his  opinion  that  tubal  inflammation  is 
not  so  dangerous  as  appendiceal  as  regards  immediate  danger  of 
death.  There  is  a  method  of  diagnosis  of  pus  which  is  not  perhaps 
as  much  used  as  it  might  be,  that  is  the  blood  count,  as  a  condition  of 
leucocytosis  is  a  strong  indication  of  the  presence  of  pus. 
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This  discussion  can  do  no  harm,  for  it  serves  to  bring  out  the 
limitations  of  non-operative  treatment,  and  we  should  know  what  we 
can  promise  and  what  we  cannot  promise.  Patients  at  times  refuse 
operation  and,  assuming  all  risks,  wish  us  to  do  the  best  we  can.  Others 
cannot  be  operated  upon.  For  instance,  two  private  cases  of  my  own 
have  chronic  salpingitis  of  severe  type,  but  one  ha$  angina  pectoris  with 
complications  and  another  had  a  bad  heart  lesion.  They  ask  for  non- 
operative  treatment,  are  willing  to  pay  for  it,  and  it  should  be  given 
them;  but  without  a  promise  of  eradicating  the  disease. 

Dr.  Charles  P.  Noble:  The  general  presentation  of  the  subject 
reminds  one  of  what  all  of  us  went  through  when  we  began  this  work 
fifteen  years  ago.  In  the  first  five  years  of  my  practice  I  had  a  large 
experience  in  charge  of  a  gynaecological  dispensary  in  trying  to  cure 
these  cases  without  operation,  and  with  very  poor  results.  In  fact, 
these  generally  poor  results  in  the  hands  of  all  practitioners  were  the 
basis  of  the  operative  era  which  followed.  Among  the  measures 
mentioned  by  Dr.  Clark  are  douches  and  posture.  These  were  used 
by  Emmet  systematically  before  the  introduction  of  operation  for 
pelvic  inflammation,  but  used  with  poor  results.  The  only  new  point 
which  I  see  in  this  method  is  the  combined  use  of  tampons  with  press- 
ure from  above.  All  the  other  measures  were  used  quite  as  systemat- 
ically by  Emmet.  When  pus  is  in  the  body  it  is  a  general  law  of 
surgery  to  let  it  out,  and  I  have  noticed  in  Dr.  Clark's  report  of  his 
own  work  that  he  has  carefully  followed  this  general  rule  instead  of 
the  method  devised  by  the  German  authorities,  and  therefore  I  am 
in  hearty  accord  with  Dr.  Clark  as  against  the  Germans.  So  far  as 
the  method  is  concerned  it  would  not  appeal  to  me  when  pus  was 
known  to  be  present,  certainly  not  in  acute  cases  with  fever.  The 
evidence  would  have  to  be  strong  and  cumulative  to  make  me  attach 
value  to  it  in  this  class  of  cases. 

I  have  written  a  number  of  papers  on  the  conservative  treatment 
of  inflammatory  cases  associated  with  pus  and  my  experience  has 
been  that  we  get  very  good  results,  particularly  in  the  puerperal  cases, 
by  conservative  operations.  I  reported  to  the  College  of  Physicians 
quite  a  series  of  cases  of  suppuration  in  puerperal  cases  which  made 
good  recoveries  after  drainage  operations  and  that  bore  children  sub- 
sequently. In  gonorrhoeal  cases  with  the  accumulation  of  pus  I  have 
seen  fair  results  from  drainage  in  very  old  cases,  but  not  as  good  as 
in  the  puerperal  class.  In  the  gonorrhoeal  cases,  as  a  rule,  we  have 
trouble  subsequently  and  it  is  necessary  to  do  a  radical  operation. 

Of  all  the  cases  of  recurrent  pelvic  peritonitis  which  I  have  per- 


The  Philadelphia  Obstetrical  Society. 


379 


sonally  had  an  opportunity  to  watch  I  do  not  know  of  a  single  one 
that  has  not  continued  to  have  recurrences.  The  intervals  may  have 
been  as  long  as  two  or  three  years,  but  at  the  end  of  that  time  there 
have  been  recurrent  attacks.  Quite  recently  I  have  operated  upon 
two  cases  which  have  been  under  observation  for  four  or  five  years. 
I  have  seen  numerous  instances  of  this  and  am  therefore  not  over 
credulous  as  to  the  permanence  of  the  good  results  secured  by  non- 
operative  treatment  of  salpingitis  with  suppuration.  One's  own  ex- 
perience and  a  study  of  the  chapter  on  chronic  and  recurrent  perito- 
nitis by  authors  writing  before  1880  is  quite  convincing. 

I  think  these  methods  suggested  by  Dr.  Clark  would  be  especially 
useful  in  the  acute  cases  without  pus,  particularly  in  the  puerperal 
cases  with  adherent  appendages  in  which  we  have  good  reason 
to  believe  there  are  no  pus  tubes.  I  think,  also,  in  the  chronic  cases 
without  pus  they  would  give  relatively  good  results  in  promoting  ab- 
sorption. This  belief  is  in  accord  with  old  gynaecological  experience 
and  also  with  the  teachings  of  general  surgery. 

As  to  the  statement  that  there  is  a  large  percentage  of  cases  hav- 
ing bad  results  after  radical  operations  I  cannot  say  that  this  is  my 
experience.  It  seems  to  me  that  the  small  percentage  which  does  exist 
has  a  good  explanation  either  in  the  general  health  of  the  patients, 
often  broken  down  subjects  liable  to  neuralgic  pains  owing  to  the  de- 
praved condition  of  the  nutrition,  or  in  local  exudate  left  in  the  pel- 
vis, giving  rise  to  pain  from  inflammation. 

As  to  the  effect  which  a  discussion  of  this  kind  would  have  on  the 
casual  reader  or  particularly  on  the  man  not  trained  in  pelvic  diag- 
nosis it  seems  to  me  questionable  whether  the  result  will  not  be  bad. 
It  seems  to  me  a  dangerous  teaching  to  suggest  to  the  practitioner 
that  he  is  to  compress  pus  tubes  between  a  vaginal  tampon  and  a  shot 
bag  applied  to  the  hypogastrium.  How  many  cases  of  acute  perito- 
nitis will  be  caused  in  this  way?  I  am  quite  certain  that  the  tenden- 
cies of  the  practitioner  are  already  in  the  direction  of  delay  in  the  man- 
agement of  cases  of  pelvic  suppuration,  and  that  the  best  interests  of 
the  patient  will  be  served  by  stimulating  him  to  advise  prompt  opera- 
tion in  these  cases. 

I  might  say  a  word  about  the  general  question  as  to  whether  these 
patients  ever  die  if  not  relieved  of  the  pus  by  operation.  I  have  not  the 
slightest  hesitancy  in  saying  that  I  have  seen  many  of  them  practically 
moribund  and  have  known  of  a  large  number  dying  either  from  peri- 
tonitis or  septicaemia,  the  result  of  pus  in  the  pelvis.  It  seems  to  me 
that  the  general  proposition  that  these  cases  practically  never — only 
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twice  in  four  thousand — lead  to  fatal  result  in  the  inflammatory 
trouble  is  expressing  it  a  little  more  favorably  than  my  own  experi- 
ence would  indicate. 

Dr.  F.  H.  Maier:  It  has  been  my  experience  in  cases  of  pelvic 
exudates  containing  no  pus,  if  a  free  vaginal  incision  is  made  and 
gauze  drainage  introduced,  they  disappear  in  almost  one-half  to  one- 
quarter  of  the  time  required  if  left  alone. 

Dr.  George  I.  McKelway:  It  seems  to  me  that  Dr.  Clark  cured 
his  cases  when  he  made  the  vaginal  incision  and  that  probably  as  good 
results  would  have  come  in  the  two  cases  after  evacuation  of  the  of- 
fending material  without  the  accessory  treatment  which  they  received. 

One  great  element  in  the  relief  of  these  cases  is  rest.  Such  a  pa- 
tient, put  to  bed  for  some  weeks  without  any  treatment  directed  to  the 
pelvis,  will  be  greatly  improved. 

Then,  again,  I  thought,  as  the  doctor  quoted  his  German  friends, 
of  how  the  medical  men  talk  about  the  cases  of  appendicitis  that  they 
"cure."  I  remember  that  in  this  room,  in  a  discussion  in  the  County 
MedicaL  Society,  some  years  ago,  three  physicians  each  spoke  about 
a  case  of  appendicitis  that  they  had  "cured,"  and  it  came  out  at  the 
end  of  the  discussion  that  they  each  had  "cured"  the  same  man  at 
different  times.  A  ruthless  surgeon  stopped  these  serial  "cures"  by 
the  removal  of  the  man's  appendix,  and  in  this  connection  I  could  not 
help  but  think  of  the  resemblance  between  the  two  conditions. 

Then,  I  thought  of  a  friend  of  curs  who  does  marvellous  things 
with  electricity.  I  always  distrust  the  ability  of  a  gentleman  to  make 
a  diagnosis  of  a  pelvic  condition  who  never  sees  the  interior  of  the 
abdomen  or  pelvis.  I  believe  what  little  ability  I  have  to  know  what 
condition  I  am  likely  to  find  when  I  open  an  abdomen  comes  from  the 
fact  that  I  have  opened  a  good  many  abdomens,  and  have  been  able  to 
compare  what  I  have  found  with  what  I  thought  I  was  going  to  find. 
I  think  it  is  entirely  possible,  in  these  cases  that  we  hear  of  in  which 
"cures"  are  wrought  by  evidently  inadequate  measures,  by  men  who 
do  not  see  the  inside  of  the  abdomen  or  pelvis,  that  they  may  not  have 
been  able  to  make  a  proper  diagnosis. 

Dr.  Edward  P.  Davis:  In  the  great  majority  of  cases  of  puerperal 
inflammatory  disease  the  complete  recovery  of  the  patient  follows 
without  operative  procedure.  To  secure  this  result  at  the  first  evi- 
dence of  infection,  the  uterus  and  vagina  should  be  thoroughly  ex- 
plored and  made  as  clean  and  aseptic  as  possible  by  copious  irrigation. 
Mercurial  solutions  should  not  be  used  within  the  womb :  lysol 
furnishes  a  convenient  and  safe  substitute  for  them.   The  uterus  should 
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also  be  kept  well  contracted  and  the  administration  of  strychnia  is 
indicated  for  this  purpose.  The  intestinal  canal  must  be  thoroughly- 
emptied  and  the  patient  fed  and  stimulated  as  her  condition  demands. 
Repeated  douches,  whether  intra-uterine  or  vaginal,  are  absolutely 
harmful,  and  when  the  womb  has  been  thoroughly  cleansed  douching 
should  not  be  repeated  without  stringent  indication.  With  these  pre- 
cautions, fully  90  per  cent,  of  women  who  become  infected  by  puer- 
peral sepsis  make  complete  recoveries. 

If  the  remaining  10  per  cent,  a  small  number  only  come  to  opera- 
tion. Abscess  may  form  within  the  pelvis  or  within  the  abdomen. 
Such  a  collection  of  pus  must,  of  course,  be  evacuated.  Hysterectomy 
is  occasionally  needed,  although  it  is  impossible  to  say  that  hysterec- 
tomy has  or  has  not  been  instrumental  in  the  saving  of  life  in 
these  cases.  If  the  operation  be  done  in  time  to  prove  of  any  value, 
it  may  have  been  unnecessary,  and  if  it  is  delayed  until  the  womb  is 
thoroughly  infiltrated,  it  rarely  does  good. 

It  is  quite  possible  to  greatly  overdo  the  medicinal  treatment  of 
septic  condition.  In  a  recent  case  of  sepsis,  the  patient  could  retain  no 
food  or  stimulus,  but  was  receiving  »me  sort  of  medicine  from  every 
half  hour  to  every  hour,  and  fourteen  different  drugs  were  adminis- 
tered to  this  patient  within  two  days.  She  died  of  exhaustion.  But 
very  few  substances  benefit  a  case  of  puerperal  septic  infection,  but 
they  are  of  decided  value  and  should  be  given  to  produce  an  effect. 

It  is  often  advantageous  in  these  cases  to  make  gentle  pressure 
over  the  abdomen,  and  when  high  fever  is  present  this  can  best  be 
accomplished  by  the  use  of  a  large  ice  bag  or  of  ice  poultices.  This 
usually  controls  abdominal  pain  and  renders  the  administration  of 
morphia  unnecessary. 

Dr.  A.  J.  Downes  :  During  the  past  year  I  have  attended  six  cases 
of  puerperal  infection.  In  one,  upon  which  I  was  tempted  to  operate, 
after  having  placed  the  patient  on  the  table,  I  could  not  find  enough 
evidence  of  suppuration  to  open  the  abdomen,  but  did  repair  the  peri- 
tonaeum. I  treated  this  case  subsequently  as  I  do  all  my  cases,  which 
treatment  consists  in  little  more  than  douching  the  uterus  with  water, 
as  hot  as  can  be  borne,  for  a  considerable  length  of  time  and  then 
having  the  douching  continued  by  the  resident  physician  or  nurse.  I 
always  use  hot  water.  I  found  in  some  of  these  cases  of  puerperal 
infection  the  conditions  to  be  very  bad.  In  one  woman  an  abscess  in 
the  groin  resulted.  In  another  case  there  was  delirium  for  four  or 
five  nights.    I  thought  there  might  be  some  other  element  in  this  case 
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and,  under  ether,  found  a  mass  in  die  right  side.  I  continued  the 
douching  and  recovery  followed  without  operation. 

I  have  seen  douching  do  a  great  deal  of  good  and  yet  I  agree 
with  Dr.  Noble  that  many  men  would  hold  their  cases  too  long. 
Until  the  introduction  of  animal  ligatures,  many  women  were  fully  as 
badly  off  after  the  operation  as  if  they  had  not  been  operated  on.  A 
large  percentage  of  the  cases  of  fistula  are  those  in  which  there  is  a 
small  focus  of  pus  maintained  by  a  little  piece  of  silk  ligature.  If 
these  cases  could  have  been  operated  on  to-day  the  result  would  be 
altogether  different.  In  addition,  to-day,  a  surgeon  leaves  in  the  abdo- 
men as  much  tissue  as  he  can  and  the  chances  are  that  we  could  leave 
more  organs  than  we  do.  It  is  an  absolutely  harmless  procedure  to 
open  the  abdomen,  if  it  be  done  with  excessive  care  and  if  nothing 
be  put  in  but  what  was  there  before.  It  is  not  altogether  what  you 
take  out  of  an  abdomen,  but  what  you  put  in,  that  affects  the  result. 
Many  cases  of  abdominal  surgery,  even  now,  are  worse  off  than  they 
would  have  been  if  not  operated  upon. 

Dr.  Daniel  Longaker  :  I  am  disposed  to  differ  with  only  one 
set  of  statements  that  have  been  made  to-night — as  to  the  effect  of 
such  discussion  as  this  on  the  minds  of  those  who  are  not  of  the  elect. 
I  think  rather  that  this  discussion  will  have  a  salutary  effect  in  that 
direction.  If  there  is  a  tendency  on  the  part  of  those  cases  to  get  well 
without  operation  we  certainly  should  know  it;  the  patients  should 
know  it  and  those  who  are  not  members  of  this  Society  should  know 
it.  That  there  is  a  tendency  for  cases  of  pyosalpinx  to  get  well  on  the 
expectant  plan  and  to  get  well  when  not  treated  so  systematically 
and  thoroughly  as  by  this  German  method  I  thoroughly  believe.  I 
myself  have  observed  a  number  of  cases  in  which,  although  the  method 
followed  has  not  been  the  one  laid  down  by  the  Germans,  there  has 
been  complete  recovery.  I  will  instance  only  two  cases.  One  in  which 
all  the  physical  and  clinical  signs  of  pyosalpinx  were  present  with  a 
long  period  of  fever  very  gradually  recovered,  with  subsequent  con- 
ception and  pregnancy  going  on  to  a  natural  delivery.  I  recall  an- 
other case  under  my  care  five  years  ago  of  a  young  woman  recently 
married,  very  anxious  to  shirk  the  duties  of  maternity,  who  introduced, 
as  is  so  common,  the  nozzle  of  a  fountain  syringe  into  the  uterus 
when  about  three  months'  pregnant.  The  result  was  abortion  and  in- 
fection. She  was  very  sick  for  six  weeks.  She  objected  to  opera- 
tion and  made  a  very  gradual  recovery ;  there  remained  but  a  vestige 
of  the  trouble  on  one  side.  The  development  of  the  case  shows  that  in 
these  cases  recovery  is  not  complete.    Although  this  woman,  as  prac- 
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tically  well,  did  everything  that  a  healthy  woman  does,  had  no  diffi- 
culty with  her  marital  relations,  no  pain  at  her  menstrual  periods  and 
was  practically  well  for  five  years,  yet  there  recently,  within  the  last 
few  weeks,  developed  evidences  of  trouble.  After  the  lapse  of  five 
years  this  woman  has  become  very  anxious  to  become  a  mother  and 
recently  was  much  delighted  with  the  idea  that  she  was  pregnant,  but 
about  a  week  ago,  after  a  metastasis  lasting  some  days,  there  being 
tenderness  over  the  uterus  and  in  the  right  tubal  region,  she  passed  a 
perfect  cast  of  the  uterus  without  a  trace  of  an  ovum.  She  was  dis- 
tressed that  after  waiting  five  years  and  becoming  pregnant  she  should 
abort.  Extra-uterine  pregnancy  is  the  condition  to  be  looked  for 
and  feared  in  this  case. 

Dr.  Wm.  E.  Parke  :  In  a  dispensary  experience  extending  over  sev- 
eral years  I  have  seen  a  great  many  cases  that  have  had  recurrent  peri- 
tonitis with  sometimes  a  considerable  interval  between  the  attacks. 
One  case,  in  my  private  practice,  has  gone  about  two  years  without  an 
attack  and  has  had.  in  all,  thirteen  attacks.  In  the  intervals  this  pa- 
tient was  apparently  entirely  well,  as  far  as  symptoms  were  concerned; 
she  had  no  pain  and  counted  herself  well ;  it  remains  to  be  seen  whether 
she  will  have  a  subsequent  attack.  The  cases  that  stay  well  do  not 
come  to  the  dispensary.  When  I  find  that  they  have  had  attacks  of 
peritonitis  repeatedly  I  feel  sure  of  the  diagnosis. 

Upon  another  point  referred  to  by  Dr.  McKelway,  I  would  go  one 
step  farther  and  say  that  even  expert  examiners,  those  who  have  seen 
in  the  abdomen  many  times,  are  rarely  able  to  make  an  accurate  diag- 
nosis of  the  condition  as  to  how  much  of  the  tube  and  ovary  are  in- 
volved. In  many  cases  we  find  the  condition  just  a  little  different 
from  that  which  was  suspected.  Therefore,  not  only  the  non-expert, 
but  the  expert  examiner,  cannot  make  a  definite  diagnosis.  It  is  pos- 
sible to  say  there  is  a  mass  or  adhesions  but  beyond  that  the  exact  con- 
dition cannot  be  stated. 

In  post-puerperal  conditions  in  which  there  is  exudate  with  the 
uterus  firmly  fixed  in  the  vault  of  the  vagina  it  has  been  thought  that 
pus  would  be  found.  I  recall  two  cases  of  my  own  in  which  vaginal 
puncture  was  made  and  no  pus  found,  simply  pelvic  exudate  without 
pus.  Both  patients  promptly  got  well  and  have  been  apparently  en- 
tirely cured.  I  have  seen  a  number  of  cases  in  the  hospital  in  Dr. 
Noble's  practice  of  the  same  kind.  These  cases  were  attended  also 
with  fever  and  had  the  symptoms  of  having  pus. 

Dr.  Clark  :  I  think  the  treatment  gives  us,  as  Dr.  Shoemaker  has 
expressed  it,  the  possibility  of  trying  the  beneficial  effect  of  one  method 
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before  resorting  to  a  radical  one.  Especially  is  this  true  of  the  rich, 
and  is  possible,  for  a  time,  in  the  hospitals  for  the  poor. 

Drs.  Noble  and  Shoemaker  have  brought  out  the  radical  difference 
between  gonorrhceal  and  puerperal  infection.  It  has  been  shown  very 
distinctly  that  there  is  a  latent  gonorrhoea,  capable  of  infection  after  a 
long  period  of  inactivity. 

As  a  criticism  of  what  Drs.  Noble  and  Shoemaker  have  said 
in  regard  to  dispensary  experience,  I  feel  that  that  is  hardly  to  be  com- 
pared with  this  line  of  treatment,  which  presupposes  that  the  patient 
be  put  to  bed.  This  treatment  is  the  result  of  the  labors  of  men  who 
have  gone  through  the  experience  of  every  gynaecologist.  I  feel  that 
the  possibility  of  the  man  in  general  practice  thinking  this  to  be  the 
"cure-all"  is  one  of  extreme  danger.  The  essential  point,  to  my  mind, 
and  that  which  I  would  emphasize  is  that  it  is  the  old  chronic  cases, 
in  which  there  is  the  residuum  of  the  inflammatory  condition  that, 
as  far  as  possible,  we  restore  to  normal  tissue,  that  are  helped  by  this 
line  of  treatment.  Where  pus  is  formed,  I  have  not  entire  confidence 
in  the  method. 
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PERSONAL  REMINISCENCES   ASSOCIATED   WITH  THE 
-    PROGRESS  OF  GYNECOLOGY* 

By  Thos.  Addis  Emmet,  M.D.,  New  York 

I  have  undertaken  a  serious  task  to  trace,  even  in  briefest  manner, 
the  development  of  gynaecology  as  it  has  passed  within  my  personal 
experience.  Since  I  must  necessarily  be  the  critic  and  pass  judgment 
on  much  of  my  own  work,  I  shall  render  myself  liable  to  a  charge  of 
egotism,  unless  we  view  each  step  from  the  same  standpoint. 

Moreover,  it  must  be  borne  in  mind  that  the  occasion  was  not  one 
of  my  seeking  and  in  the  selection  of  the  subject  its  treatment  naturally 
fell  to  my  lot,  since  no  other  member  of  the  Society  is  now  living  who, 
as  a  pioneer,  was  personally  identified,  as  I  have  been,  to  the  same 
extent  and  through  so  long  a  period. 

Twenty-five  years  ago,  at  the  opening  of  this  Society,  September 
3,  1876,  I  had  the  honor  to  read  the  first  paper.  There  were  some 
remarkable  men  among  the  twenty-eight  founders  who  on  that  day 
answered  to  the  roll-call ;  they  were  men  who  possessed  at  least  one 
characteristic  in  common — they  were  original  thinkers.  A  little  less 
than  two-thirds  of  them  have  already  joined  the  great  majority  and 
some  of  them  have  left  a  gap  which  has  never  been  filled.  I  can  offer 
no  reminiscences  of  these  men  and  can  only  speak  of  them  as  a  body, 
for  mv  personal  acquaintance  began  with  most  of  them  on  that  occa- 
sion. As  I  am  to  confine  myself  chiefly  to  personal  observation,  much 
I  have  to  state  must  be  in  connection  with  my  own  work  at  the  Wom- 
an's Hospital  and  the  teachings  of  others  which  were  utilized  there. 

The  founding  of  this  Society  twenty-five  years  ago  marked  a  half- 
way station,  as  it  were,  in  my  professional  life,  as  I  settled  in  New 
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York  in  March,  1850.  Within  a  few  weeks  thereafter  I  became 
attached  to  a  large  general  hospital,  where  during  a  few  years'  service 
I  gained  the  professional  experience  of  a  lifetime  in  a  knowledge  of 
the  practice  of  medicine,  obstetrics,  with  a  little  surgery  and,  in  ad- 
dition, what  was  then  considered  quite  an  extended  knowledge  of  the 
diseases  of  women  but  was  very  limited  from  our  present  standpoint. 
In  1855  I  became  connected  with  the  Woman's  Hospital  and  with  Dr. 
Sims  at  the  beginning  of  his  work.  In  a  paper  familiar  to  many  of 
you,  as  "Reminiscences  of  the  Founders  of  the  Woman's  Hospital," 
I  have  given  an  indication  of  the  knowledge  then  possessed  of  the  dis- 
eases peculiar  to  women.  Dr.  Meredith  Reese,  at  that  time  one  of  the 
most  prominent  physicians,  maintained  that  the  field  was  too  small 
for  a  special  hospital  for  women.  Any  one,  he  thought,  could  apply 
nitrate  of  silver  through  a  cylindrical  speculum  to  an  ulceration  of  the 
uterus;  an  astringent  injection  was  all  that  was  needed  to  cure  a 
leucorrhcea;  there  was  no  difficulty  in  introducing  a  Physic  globe  pes- 
sary for  prolapsus.  He  thus  summed  up  what  he  believed  consti- 
tuted the  whole  range  of  the  diseases  of  women  needing  special  at- 
tention— and  these  indications  he  considered  could  be  treated  to  greater 
advantage  in  a  general  hospital. 

Dr.  Sims  had  recently  changed  his  residence  from  Alabama  to  New 
York  in  quest  of  health,  because  he  suffered  from  ulceration  of  the 
rectum,  a  result  of  dysentery,  and  his  condition  was  such  that  his 
friends  feared  it  would  soon  terminate  his  life.  He  had  previously 
paid  no  attention  to  the  diseases  of  women  but  while  engaged  in  gen- 
eral surgical  practice  he  had  recently  succeeded  in  closing  a  vesico- 
vaginal fistula  by"  the  use  of  silver  wire  and  he  sought  an  opportunity 
to  impart  a  knowledge  of  this  method  to  the  profession.  The  op- 
position to  a  special  hospital  was  overcome  by  the  recognized  necessity 
for  some  means  of  curing  this  injury,  which  at  that  time  was  a  common 
result  from  childbearing. 

The  beginning  of  the  Woman's  Hospital  was  the  temporary  open- 
ing of  a  building  for  the  cure  of  vesico-vaginal  fistula.  If  no  other 
benefit  could  be  shown  as  the  result  of  forty-five  years'  work,  it  can  be 
claimed  that  an  inestimable  boon  has  been  given  to  the  world  through 
the  experience  gained  there  in  the  cure  of  some  six  hundred  cases  of 
this  injury.  Moreover,  no  case  is  now  considered  incurable  and  even 
the  occurrence  of  the  injury  at  the  present  time  can  be  guarded  against 
under  almost  all  circumstances. 

Before  the  opening  of  the  Woman's  Hospital,  already  good  work 
had  been  done  in  France.  Germany  and  Great  Britain  to  advance  a 
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knowledge  of  the  diseases  of  women  and  particularly  in  acquiring 
a  greater  facility  of  diagnosis  relating  to  displacements  and  new 
growths.  But  no  step  had  been  made  in  the  right  direction  as  to  treat- 
ment, for  all  previous  efforts  and  those  of  many  since  were  based  on 
a  false  pathology.  The  advantages  offered  by  the  Woman's  Hospital 
for  testing  Sims'  speculum  and  the  results  rendered  possible  through 
its  use  were  the  first  great  progressive  steps  in  the  right  direction. 
Dr.  Sims  was  connected  with  the  hospital  for  a  little  over  five  years 
before  he  settled  in  Europe.  During  this  period  he  had  acquired  a 
knowledge  of  what  had  already  been  done  in  this  special  line.  He 
had  put  into  practice  various  methods  to  test  their  value  and  was 
gradually  eliminating  from  his  acquired  knowledge  that  which  would 
have  obstructed  his  progress  as  would  so  many  barnacles.  He  was 
rapidly  preparing  the  way  for  new  methods,  which  his  wonderful 
ingenuity  would  have  devised  in  the  near  future,  when  he  suddenly 
terminated  for  a  long  period  his  connection  with  the  Woman's  Hos- 
pital. This  was  an  unfortunate  step  as  he  had  not  yet  reached  the 
firm  foundation  upon  which  he  could  have  based  his  knowledge  and  he 
never  again  had  the  opportunity  for  study.  And  this  loss,  great  as  it 
was  to  him,  was  to  the  profession  a  greater,  for  his  wonderful  skill  and 
close  observation  would  have  afforded  under  favorable  circumstances 
the  basis  for  all  subsequent  progress. 

During  these  five  years  he  was  able  only  to  perfect  his  instruments 
and  the  technique  of  the  operation  for  vesico-vaginal  fistula  to  so  per- 
fect a  degree  that  many  of  the  former  as  well  as  this  operation  can 
never  be  improved  upon.  He  had  not  been  able  to  satisfy  himself  of 
the  completeness  of  any  other  operation  and  he  was  so  far  from  having 
reached  maturity  in  his  judgment  that  his  great  genius  prevented  him 
from  ever  employing  for  like  indications  consecutively  the  same  method 
of  operating.  But  his  method,  although  incomplete,  with  man)'  of  his 
instruments,  prepared  the  way  and  facilitated  the  advance  of  others 
who  followed  him.  For  a  year  previous  to  the  breaking  out  of  the  civil 
war,  and  during  the  time  Dr.  Sims  was  in  Europe,  I  was  in  full  charge 
of  the  Woman's  Hospital  and  for  ten  consecutive  years  subsequently 
was  the  Surgeon-in-Chief.  Shortly  after  I  began  my  clinical  work,  to 
teach,  I  realized  that  some  of  my  friends,  for  reasons  I  need  not 
state,  did  what  they  could  to  discredit  my  efforts  by  claiming  they 
were  but  a  reflection  of  the  views  held  by  Dr.  Sims.  Up  to  a  late 
period  I  had  little  credit  given  me  by  many  in  the  profession  for 
original  work.  The  history  I  have  undertaken  to  trace  would  be  in- 
complete if  the  fact  were  not  made  clear  that  when  I  became  associated 
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with  Dr.  Sims  my  own  knowledge  of  what  was  then  known  was  as 
extensive  as  his  and  possibly  more  accurate,  for  I  had  the  advantage, 
as  a  younger  man,  of  more  time  for  study.  During  the  period  we  were 
together  I  did  more  of  the  hospital  work  than  he  had  time  to  do ;  I 
also  kept  the  history  of  the  cases,  did  my  own  thinking,  and  altogether 
was  the  greater  gainer  from  studying  his  results  in  comparison  with 
my  own  work,  while  I  had  the  additional  advantage  of  being  able  to 
keep  the  run  of  every  case  for  years  afterwards.  I  certainly  formed 
very  decided  views  for  myself  and  they  were  very  often  at  variance  with 
those  held  by  Dr.  Sims,  since  we  not  infrequently  drew  our  deductions 
from  different  standpoints. 

During  my  service  with  Dr.  Sims  I  began  to  devise  the  instruments 
1  needed  and  particularly  the  scissors  of  different  shapes  which  are 
still  in  use,  for  the  only  ones  then  employed  in  surgery  were  for  cutting 
bandages  and  a  straight  pair  used  by  Dr.  Sims  for  cutting  silver  wire, 
and  possibly  they  were  used  for  dividing  the  muscle  in  strabismus. 
The  substitution  of  these  scissors  for  the  knife  was  my  first  contribu- 
tion to  surgery.  A  valuable  one  it  has  proved  in  facilitating  the  prog- 
ress of  operating  and  their  use  as  well  has  extended  the  range  of  plastic 
surgery  far  beyond  what  could  have  been  accomplished  with  the  knife. 

The  first  step  toward  gaining  a  knowledge  of  the  true  pathology  of 
pelvic  inflammations  was  taken  by  me  in  1862  when  I  began  the  intelli- 
gent use  of  hot  water  vaginal  douches,  at  a  time  when  the  use  of  cold 
water  was  the  accepted  practice  and  the  employment  of  ice  water  for 
the  same  purpose  advised.  Probably  no  single  agent  has  even  given 
more  relief  than  hot  water,  when  properly  administered. 

At  the  time  the  hospital  was  placed  under  my  charge  I  had  already 
developed  considerable  dexterity  in  operating,  but  what  was  of  more  im- 
portance I  had  reached  a  point  in  my  experience  where  I  had  begun  to 
recognize  the  difference  between  cause  and  effect.  It  was  fortunate 
1  was  so  situated  at  this  time  that  I  was  obliged  to  make  an  effort  to 
maintain  my  position,  for  I  had  been  so  overshadowed  by  Dr.  Sims  that 
the  Directors  were  doubtful  if  the  hospital  could  be  carried  on  in  his 
absence,  notwithstanding  the  fact  that  they  all  fully  recognized  the 
proportion  of  work  I  had  done  from  the  beginning.  My  fitness  was 
soon  to  be  tested,  for  shortly  after  his  departure  for  Europe  several 
unusually  difficult  cases  of  vesico-vaginal  fistula  were  sent  to  me.  As 
Dr.  Sims  had  never  operated  on  any  but  what  I  can  now  term  simple 
cases,  I  was  at  first  indisposed  to  make  any  effort  for  their  relief,  on  the 
supposition  they  were  incurable,  but  I  was  forced  to  realize  that  I  must 
at  least  make  the  attempt.  They  were  all  cured  ultimately  and  I  then  sent: 
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for  some  thirty  more,  who  had  been  at  different  times  discharged  as 
incurable  and  I  succeeded  in  curing  all  of  these.  From  this  experi- 
ence was  developed  a  special  branch  of  plastic  surgery,  which  in  1868 
I  gave  to  the  profession  in  a  work  on  "V esico-vaginal  Fistula  from  Par- 
turition and  Other  Causes."  In  this  volume  I  described  my  method  for 
forming  the  female  urethra  after  its  loss  from  sloughing.  No  success- 
ful attempt  had  been  previously  made  to  form  this  passage  and  the 
method  of  procedure  I  developed  has  not  yet  been  superseded.  In  fact 
I  know  of  but  few  instances  where  any  operator  has  made  the  attempt 
to  avail  himself  "of  my  experience,  although  I  have  formed  the  female 
urethra  entirely  in  about  fifty  cases. 

At  the  time  this  book  was  published  I  had  already  treated  and  cured 
a  number  of  cases  of  long-standing  cystitis,  by  an  artificial  opening 
in.  the  base  of  the  bladder  to  secure  perfect  drainage.  The  object  was 
to  obtain  rest  and  thus  cause  involution  of  the  muscular  hypertrophy 
of  the  bladder  walls,  while  through  the  opening  local  treatment  to  the 
interior  of  the  bladder  was  easily  administered.  At  first  there  was  in 
every  instance  great  difficulty  in  keeping  this  opening  from  closing,  but 
eventually  1  succeeded  in  establishing  it  permanently  by  uniting  at  the 
time  of  making  the  opening  the  mucous  membrane  of  the  bladder  to 
that  of  the  vagina  with  interrupted  sutures.  I  removed  stone  of  any  size 
from  the  female  bladder  through  an  opening  thus  made  in  the  vesico- 
vaginal septum,  and  I  pointed  out  the  danger  of  incontinence  from  di- 
lating the  female  urethra.  After  thirty  years'  additional  experience  I 
still 'hold  the  opinion  that  dilatation  of  this  canal  for  the  admission  of 
the  finger  or  for  the  removal  of  stone  is  not  justifiable.  The  most 
dextrous  operator  can  not  always  guard  against  laceration,  with  the 
danger  of  establishing  permanent  incontinence,  while  the  opening  in 
the  bladder  will  as  a  rule  close  without  an  operation  if  the  edges  are 
kept  clean  from  phosphatic  deposit. 

In  1863  I  successfully  removed  a  large  fibrous  tumor  which  gradu- 
ally became  pedunculated  by  traction.  From  contraction  of  the  uterus 
a  large  portion  already  filled  the  vagina  and  to  my  surprise  as  fast  as 
I  drew  down  and  removed  a  part  with  the  scissors  its  place  was  filled, 
until  at  length  the  uterus,  which  seemed  at  the  beginning  nearly  as 
large  as  at  full  term,  was  gradually  reduced  in  the  depth  of  the  canal 
to  six  or  seven  inches.  As  the  uterus  was  emptied  and  decreased  in 
size,  the  last  portion  of  the  tumor,  nearest  to  the  os  uteri  formed, 
as  I  have  found  it  always  does  at  this  point,  a  pedicle  which  is  not  larger 
than  the  index  finger.  Before  the  uterine  canal  was  dilated  by  con- 
traction on  the  mass,  the  greater  portion  of  the  tumor  was  buried  in  the 
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uterine  tissue,  with  about  eight  or  nine  inches  of  its  length  projecting 
partially  into  the  canal.  From  this  date  I  have  never  hesitated  to  re- 
move, by  traction  and  in  sections,  a  tumor  of  any  size  when  the  con- 
tractile power  of  the  uterus  demonstrated  its  expulsive  capacity  by  being 
able  to  displace  a  large  portion  into  the  vagina.  Notwithstanding  that 
this  method  of  operating  was  published  and  and  I  have  continued  to  use 
the  same  during  the  past  thirty-six  years,  it  has  within  a  recent  period 
been  adopted  on  a  foreign  endorsement  as  something  new.  I  have  also 
removed  smaller  growths  by  traction  and  enucleation,  wherever  I  could 
reach  them  in  the  uterine  canal.  When  situated  under  the  peritonaeum 
and  capable  of  being  reached  from  the  vagina,  I  have  separated  the 
bladder  or  the  folds  of  the  broad  ligament  and  after  their  removal  have 
brought  all  the  tissues  together  with  temporary  silver  sutures  passed 
from  the  vaginal  surface  to  the  bottom  of  any  cavity  left  after  contrac- 
tion of  the  uterus. 

I  probably  imported  the  first  endoscope  made  by  Crouse  which  I 
hoped  to  modify  for  the  purpose  of  examining  the  uterine  canal  and 
for  studying  the  development  of  certain  small  growth  which  I  had 
detected  and  believed  to  be  minute  fibroids.  From  want  of  space  and 
difficulties  which  I  could  not  overcome  I  had  to  abandon  my  efforts,  but 
I  had  reason  to  believe  I  gained  from  my  observations  a  clew  to  the 
genesis  of  fibroids.  Yet  at  the  end  of  nearly  forty  years  my  supposi- 
tions then  formed  have  not  yet  been  confirmed.  I  had  good  reason  to 
believe  that  fibrous  growths  have  their  origin  on  the  muscular  tissue  or 
directly  under  the  lining  surface  of  the  uterine  canal  and  I  found  they 
increased  in  size  in  the  direction  of  the  least  resistance.  A  growth  so 
situated,  alone  and  simple,  was  forced  by  uterine  contraction  in  the 
direction  of  the  canal  and  became  pedunculated.  Where  a  number 
were  developed  together  much  of  the  contractile  force  in  their  neigh- 
borhood was  diffused,  with  the  effect  of  forcing  those  of  larger  growth 
in  the  opposite  direction,  to  become  in  time  subperitonaeal.  I  drew  my 
deductions  form  the  following  facts :  In  two  instances  where  I  suc- 
ceeded in  keeping  the  cases  under  observation  an  isolated  mass  became 
pedunculated  and  I  removed  it  as  a  fibrous  polypus ;  in  several  other 
instances  these  masses  which  were  clustered  together  disappeared  from 
the  canal  and  subperitoneal  fibroids  were  in  time  developed.  As  it  is 
impossible  to  eliminate  the  probability  of  coincidence  and  to  trace  the 
progress  in  the  change  of  locality  and  the  difficulty  of  keeping  any  case 
under  observation  for  a  sufficient  length  of  time  is  very  great,  I  have 
been  unable  to  make  any  advance  beyond  what  I  have  stated. 

But  be  this  as  it  may  regarding  the  progress  of  development,  my 
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investigation  seemed  conclusive  that  the  starting  point  in  the  growth  of 
a  fibroid  was  an  evidence  of  a  sterile  condition.  I  felt  myself  justified 
in  believing  that  so  long  as  the  surface  of  the  uterine  canal  was  in  a 
normal  and  healthy  condition  to  receive  and  to  nourish  properly  an  im- 
pregnated ovum  a  fibroid  could  not  develop.  If  this  be  true  the  de- 
duction follows  that  a  fibroid  will  not  grow  in  the  uterus  of  a  female 
never  exposed  to  impregnation  so  long  as  the  healthy  condition  exists 
which  I  have  designated.  In  addjtion  I  have  known  instances  where 
a  healthy  state  was  apparently  regained  and  with  a  subsequent  im- 
pregnation an  existing  fibroid  gradually  disappeared.  From  future 
observation  as  to  the  condition  of  the  uterine  canal,  methods  may  yet 
be  discovered  to  prevent  the  origin  as  well  as  to  check  the  growth  of 
fibroids  in  an  early  stage  of  development. 

Almost  at  the  beginning  of  my  work  I  made  a  progressive  study 
from  simple  prolapse  to  complete  procidentia  to  investigate  the  various 
pathological  changes  which  produce  different  forms  of  displacement 
and  at  the  same  time  I  began  to  devise  means  of  obtaining  relief.  Dr. 
Sims  had  given  much  thought  to  the  same  subject  before  I  began  my 
investigations  and  he  devised  an  operation  on  the  anterior  wall,  which 
he  thought  was  a  decided  advance  upon  Baker  Brown's  method  of 
uniting  the  greater  portion  of  the  labia  for  the  purpose  of  shutting  up 
the  procidentia  within  the  vagina.  But  unfortunately  Dr.  Sims  never 
understood  the  law  of  opposing  forces  nor  the  fact  that  support  to  the 
uterus  could  not  be  obtained  from  the  anterior  wall  of  the  vagina  so 
long  as  the  uterus  could  become  retroverted  by  prolapse. 

His  operation  was  good,  so  far  that  it  could  be  utilized  for  another 
purpose,  but  as  it  failed  in  relieving  procidentia  he  soon  abandoned 
all  idea  of  relief  by  surgical  means.  In  time  I  appreciated  that  Dr. 
Sims'  operation  on  the  anterior  wall  was  a  step  in  the  right  direction, 
if  utilized  as  a  means  for  keeping  the  neck  of  the  uterus  so  far  towards 
the  sacrum  that  it  could  not  prolapse  and  if  added  to  it  were  the  support 
to  be  obtained  from  a  proper  repair  of  the  floor  of  the  pelvis.  As  early 
as  1863  I  began  to  include  some  portion  of  the  posterior  wall  of  the 
vagina  in  my  efforts  to  repair  what  was  then  termed  a  laceration  of 
the  perinaeum  and  even  to  this  day  so  termed  by  those  who  have  not 
given  the  subject  special  thought.  I  am  entitled  to  credit  for  having 
originated  the  operation  for  vaginal  prolapse,  for  having  developed 
the  principle  and  for  having  perfected  every  step  until  success  finally 
rewarded  my  efforts.  Therefore  any  procedure  for  repairing  so-called 
laceration  of  the  perinaeum,  which  includes  any  portion  of  the  posterior 
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wall  of  the  vagina  can  be  but  a  modification  of  the  operation  I  have 
perfected. 

The  object  of  the  operation  for  repair  of  the  floor  of  the  pelvis 
(which  injury  is  the  cause  of  the  prolapse)  is  to  restore  to  the  blood- 
vessels the  proper  degree  of  support,  which  can  only  be  maintained  while 
the  fascia  and  connective  tissue  of  the-  pelvis  are  in  state  of  integrity. 
Experience  has  fully  demonstrated  that  after  Sims'  operation  on  the 
anterior  wall  has  been  successfully  performed,  the  needed  restoration 
for  gaining  the  support  is  acquired  by  drawing  forward  and  upward 
the  crest  of  the  rectocele  to  the  neck  of  the  bladder  and  fixing  it  there. 
Then  the  operation  consists  in  attaching  the  sides  of  the  rectocele  in 
this  position  to  the  lateral  walls  of  the  vagina  at  the  proper  height  so  as 
to  lift  and  maintain  the  posterior  wall  of  the  vagina  against  the  anterior 
one  or  base  of  the  bladder,  which  is  a  fixed  plane  and  forms  a  portion 
of  the  roof  of  the  pelvis.  As  I  value  a  reputation  for  veracity  I  claim 
to  have  permanently  cured  in  the  past  thirty-five  years  hundreds  of 
women  who  had  suffered  from  various  degrees  of  prolapse 
and  about  two  hundred  cases  of  procidentia,  where  in  many 
instances  the  uterus  had  long  been  external  to  the  vagina.  I 
have  never  made  any  selection  of  cases  and  in  every  instance  the  pro- 
cidentia has  been  cured  where  the  patient  has  been  willing  to  submit 
to  the  delay  (which  must  occur  between  the  two  operations)  necessary 
for  involution  of  the  vagina  and  uterus  to  take  place.  All  of  the  cases 
I  have  ever  treated  were  for  a  time  afterwards  under  observation  and 
in  my  early  experience  a  second  operation  .on  one  or  the  other  of  the 
vaginal  walls  was  frequently  necessary.  But  for  a  number  of  years 
past  I  seldom  fail  to  obtain  permanent  relief  by  an  operation  on  each 
vaginal  wall,  and  by  keeping  the  patient  sometimes  for  several  weeks 
after  each  operation  on  an  inclined  plane  until  involution  takes  place. 
The  operative  procedure  I  have  perfected  has  not  only  given  entire 
relief  to  such  a  large  number  of  women,  but  in  several  instances  the 
women  have  borne  a  child  without  a  recurrence  of  the  prolapse. 

In  this  connection  I  must  offer  my  protest  against  removal  of  the 
uterus  for  simple  procidentia,  an  operation  which  is  not  infrequently 
performed,  and  ignorance  on  the  part  of  the  operator  as  to  what  can  be 
done  by  plastic  surgery  for  the  relief  of  such  a  case  cannot  justify  the 
procedure.  It  should  not  be  done  on  the  assumption  that  in  some  espe- 
cial case  plastic  measures  had  failed,  as  the  subsequent  eversion  of  the 
vaginal  canal  and  complete  prolapse  of  the  bladder  outside  of  the  labia 
will  greatly  increase  the  suffering.  With  a  limited  number  of  cases 
where  the  procidentia  has  resulted  from  a  fibroid,  it  is  a  good  surgery 
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to  remove  the  uterus.  But  it  should  be  done  by  abdominal  section 
where  it  is  possible  to  secure  the  separated  bladder  surface  at  a  point 
where  the  proper  support  can  be  obtained  from  the  posterior  attach- 
ments in  the  pelvis.   Then  prolapse  cannot  re-occur. 

Many  in  the  profession  have  never  appreciated  the  mechanical  forces 
which  are  to  be  overcome  by  these  operations  and  after  failure  have 
resorted  to  different  methods  for  gaining  a  fixed  point  of  suspension 
from  above.  I  consider  I  established  a  most  important  point  in  the 
treatment  of  the  diseases  of  women  by  showing  that  there  exists  a 
health-line,  or  plane  of  elevation,  in  every  woman's  pelvis,  which  the 
uterus  must  occupy  or  the  pelvic  circulation  will  be  obstructed,  and 
that  this  point  varies  with  each  individual.  Therefore,  the  success  to 
be  obtained  from  the  use  of  a  pessary  or  from  resort  to  any  surgical 
operation  for  the  relief  of  prolapse  or  version  of  the  uterus  consists 
in  restoring  the  circulation  so  that  the  blood  can  leave  the  pelvis  as 
easily  as  it  enters  it.  With  each  stage  of  prolapse  and  with  a  corre- 
sponding degree  of  elevation  above  the  health  plane,  the  veins  must 
become  less  convoluted,  straighter  and  less  able  to  resist  dilatation  even 
to  an  indefinite  extent ;  while  the  circulation  in  the  arteries  cannot  be 
lessened  until  their  caliber  become  diminished  by  traction,  exerted 
to  an  extreme  degree  in  either  direction. 

Hence  the  advantage  of  keeping  the  cervix  at  the  vaginal  outlet  in 
many  operations  for  the  purpose  of  controlling  the  loss  of  blood,  as  at 
this  point  the  arteries  are  put  on  the  stretch  and  their  diameter  becomes 
lessened. 

The  fact  cannot  be  denied  that  many  women  are  relieved,  after  a 
time,  by  ventral  fixation  and  by  other  surgical  means  external  to  the 
vagina,  which  are  employed  for  changing  the  degree  of  prolapse  or 
version  of  the  uterus.  But  I  am  positive  in  the  opinion  that  these 
methods  are  empirical,  so  far  as  the  operator  can  exercise  either  his 
judgment  or  experience  in  deciding  with  any  accuracy  the  degree  of 
elevation  required  in  a  special  case.  The  operator  doubtless  takes 
credit  to  himself  for  the  relief  which  sometimes  results  but  he  is  not  a 
close  observer  if  he  overlooks  the  fact  that  just  in  those  cases  where 
relief  is  obtained  the  uterus  seldom  remains  in  the  position  occupied 
immediately  after  the  operation.  It  is  the  exception  to  the  rule  not  to 
find  a  gradual  lengthening  out  of  the  attachment,  until  a  point  is 
reached  where  the  circulation  can  become  properly  established. 

But,  granting  that  all  can  be  gained  from  operations  of  this  class 
which  is  claimed  for  them,  I  contend  I  can  obtain  more  uniform  and 
better  results  from  my  plastic  work  in  the  vagina  and  by  this  means 
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restore  the  parts  moreover  to  their  natural  condition.  Almost  every 
surgical  procedure  has  some  field  of  usefulness  however  limited  and  I 
have  only  employed  temporary  fixation  to  the  abdominal  wall  occasion- 
ally to  keep  the  uterus  out  of  the  pelvis  until  after  the  healing  of  the 
old  pelvic  adhesions  which  had  been  broken  up. 

Early  in  1862  [  realized  that  the  condition  which  had  been  univer- 
sally accepted  from  the  teaching  of  Dr.  Bennett  of  London  and  treated 
as  an  ulceration  was  a  laceration  of  the  cervix  and  in  time  I  also  ap- 
preciated the  fact  that  the  erosion  or  "ulceration"  found  on  the  cervix 
of  young  girls  and  non-parturient  women  was  caused  by  a  hypersecre- 
tion of  the  glands  "in  the  uterine  canal,  as  the  consequence  of  obstructed 
circulation  from  some  form  of  pelvic  inflammation.  I  need  say  but 
little  regarding  the  discovery  and  the  perfecting  of  the  operation  of  re- 
pairing the  cervix,  as  it  is  one  which  has  been  universally  accepted  as  a 
remarkable  advance  in  practice  and  the  extent  of  relief  afforded  is 
fully  appreciated.  I  will  only  state  for  the  present  that,  notwithstand- 
ing I  held  the  opinion  for  many  years  that  it  was  perfect,  I  have  recently 
almost  abandoned  the  procedure  and  have  resorted  to  other  means 
which  have  proved  a  still  greater  advance,  as  will  be  shown  hereafter. 


{To  be  continued.) 
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■REMOVAL  OF  THE  BLADDER  AS  A  PRELIMINARY  TO 
OR  CO-INCIDENTAL  WITH  HYSTERECTOMY  FOR  CAN- 
CER IN  ORDER  TO  EXTEND  THE  POSSIBILITIES  OF 
SURGERY  FOR  MALIGNANT  DISEASE  OF  THE  PELVIS.* 

By  Franklin  H.  Martin,  M.D.,  Chicago. 

The  new  operation  which  I  here  propose,  viz.,  removal  of  the  blad- 
der, preliminary  to  or  coincidental  with  hysterectomy  for  cancer,  in 
order  to  extend  the  legitimate  possibilities  of  surgery  for  malignant 
disease  of  the  pelvis,  is  a  subject  which  I  have  carefully  considered, 
theoretically,  experimentally  and  practically,  and  therefore  while  not 
underestimating  the  mechanical  and  pathological  problems  involved  in 
the  procedure,  the  desperateness  and  otherwise  hopelessness  of  the 
condition  for  which  operation  is  devised  urges  me  to  offer  it  to  the 
profession. 

My  preliminary  reports  of  this  work  were  published  in  the  Ameri- 
can Gynecological  and  Obstetrical  Journal  for  March,  1899, 
which  was  a  report  made  to  the  Chicago  Gynaecological  Society,  Jan- 
uary 18,  1899,  under  the  title  of  "Experimental  Implantation  of  Ure- 
ters in  the  Bowels;"  January  28,  in  the  Journal  of  the  American  Med- 
ical Association,  I  made  a  second  communication  on  this  subject,  under 
the  title  "Implantation  of  Ureters  in  the  Rectum :  A  Method  Having  for 
Its  Object  the  Making  of  Subsequent  Infection  of  the  Ureters  and  Kid- 
neys Impossible,"  and  March  21,  1899,  I  made  a  still  further  report 
to  the  Chicago  Gynaecological  Society,  exhibiting  post-mortem  speci- 
mens obtained  from  a  dog  which  had  been  anaesthetized  and  killed  after 
having  lived  three  months  with  the  rectum  acting  as  a  substitute  for  the 
bladder.  With  all  these  reports  were  submitted  careful  pathological 
findings. 

Truth  compels  me  to  say  that  whereas  a  cursory  consideration  of 
the  proposition  to  legitimize  an  operation  which  involves  complete  ex- 
tirpation of  the  bladder  is  well-nigh  appalling,  one  will  find  at  this  late 
date  but  little  encouragement  to  change  his  opinion  after  considering 
it  from  a  literary,  experimental  and  practical  standpoint. 

The  operation  is  a  most  formidable  one.    It  is  only  when  one  is 

*Read  before  the  Philadelphia  Obstetrical  Society,  April  5,  1900. 
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face  to  face  with  something  more  formidable  that  a  bold  hand  may 
accept  this  harsh  remedy  as  a  possible  means  of  relief  rather  than  to 
submit  to  inevitable  defeat. 

Carcinoma  Primary  to  the  Uterus  involving  the  Bladder,  or  Car- 
cinoma Primary  to  the  Bladder  involving  the  Uterus,  are  two  examples 
of  a  condition  before  which  surgery  heretofore  has  been  helpless.  Car- 
cinoma here  is  as  much  a  local  disease  as  when  involving  the  breast 
or  the  uterus  alone.  To  my  mind  the  condition,  with  its  relentless 
course  and  inevitable  death,  is  one  so  formidable  that  the  skilful  sur- 
geon will  admit  that  the  operation  I  present  is  a  procedure  of  unusual 
importance. 

The  proposition  resolves  itself  into  these  principal  grand  divisions : 

I.  Would  the  removal  of  the  bladder  make  it  possible  for  the  sur- 
geon, in  a  larger  percentage  of  cases  than  now,  to  successfully  remove 
all  cancer,  or  where  all  cancer  cotdd  not  be  removed  would  the  more 
extensive  operation  made  it  possible  by  the  removal  of  the  bladder  add  to 
the  sum  total  of  such  patients'  lives? 

II.  What  are  the  immediate  difficidties  to  be  overcome  in  the  re- 
moval of  the  bladder  and  will  the  remote  effects  prove  so  detrimental  as 
to  offset  any  possible  advantage  which  might  accrue  from  the  pro- 
cedure? 

IIP  Operative  Technique  of  Extirpation  of  the  Bladder  and  Uterus 
for  Carcinoma. 

First :  It  seems  to  me  that  the  affirmative  of  the  first  question  is  too 
obvious  to  require  discussion.  Now,  any  cancer  of  the  uterus  which 
involves  the  bladder  to  an  appreciable  degree  is  considered  non-op- 
erative as  far  as  any  permanent  result  is  concerned.  The  removal  of 
the  uterus,  which  leaves  a  cancerous  bladder  intact,  is  a  makeshift 
which  is  seldom  considered  justifiable.  Now,  any  cancer  which  in- 
volves the  base  of  the  broad  ligaments  to  such  a  degree  that  the  ureters, 
which  lie  in  close  proximity  to  the  cervix,  are  involved  must  be  looked 
upon  as  a  hopeless  case,  no  matter  how  completely  the  disease  may  be 
removed  otherwise.  Now,  in  the  removal  of  the  uterus  we  can  only 
go  a  short  distance  from  the  cervix  before  endangering  the  ureters. 
Now,  the  difficulties  which  make  hysterectomy  for  cancer  dreaded  are 
those  difficulties  involved  in  the  avoidance  of  the  bladder  and  ureters. 

By  the  removal  of  the  bladder  and  the  lower  inch  of  the  ureters,  an 
inch  of  tissue  of  the  broad  ligaments,  which  now  must  be  spared  on  ac- 
count of  its  close  proximity  to  them,  could  be  safely  removed.  The 
bladder  and  an  inch  of  the  ureters,  the  anterior  wall  and  urethra  could 


Removal  of  the  Bladder. 


397 


all  be  cut  away  as  well,  thus  extending  the  operation  fearlessly  to  the 
very  limit  of  the  pelvis,  laterally  and  anteriorly.  With  the  foregoing  ac- 
complishment possible,  without  taking  into  account  the  immediate  and 


Fig.  i. 


remote  result  of  the  surgery,  there  seems  to  be  no  necessity  for  further 
argument  in  favor  of  the  procedure  as  a  life-prolonging  operation. 
Second:  What  are  the  immediate  difficulties  to  be  overcome  in  the 
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removal  of  the  bladder,  and  will  the  remote  effects  prove  so  detrimental 
as  to  offset  any  possible  advantage  which  might  accrue  from  its  pro- 
cedure? 

The  mechanical  difficulties  arising  in  the  removal  of  the  bladder  are 
not  insurmountable.  The  disposition  of  the  ureters  is  one  involving 
pathological  questions  of  perplexity  as  well  as  mechanical  difficulties. 
Experimenters  have  devised  four  methods  of  caring  for  these  important 
tubes : 

( 1 )  Transplanting  them  upon  the  skin  so  that  the  urine  flows  upon 
ihe  surface  of  the  body.    Gluck,  Wassiljen,  Sonnenberg,  Martin. 

(2)  Transplantation  into  the  urethra.  Gluck,  Gopel,  Lindner,. 
Kummel. 

(3)  Transplantation  into  the  vagina.  Pawlick,  Bensa,  Zeller,  Simon, 
Smith,  Kuster,  Tuffier,  Hogge,  Keen,  Reim,  Trendelenburg,  Wolfler, 
Eiselberg,  Maydl,  Herczl,  Trombetta,  Reed,  Fowler,  Van  Hook,  Ewald, 
Martin,  Beck. 

1.  Transplantation  of  the  ureters  upon  the  skin  so  that  the  urine 
Uozvs  over  the  surface  of  some  portion  of  the  body,  is  a  method  of 
disposition  of  these  ducts  which  must  meet  with  immediate  and  obvious 
objections.  As  a  makeshift  in  a  dying  patient  it  has  been  resorted  to 
in  a  number  of  recorded  cases.  The  writer  ten  years  ago  implanted 
the  two  ureters  in  the  abdominal  wound  after  the  bladder  had  been 
sacrificed  in  a  desperated  hysterectomy  for  an  enormous  fibroid.  In 
six  months  the  right  ureter  ceased  to  flow  and  the  patient  continued 
to  live  in  perfect  health  with  but  one  kidney  acting  for  years,  when 
she  suddenly  died  with  an  acute  disease  said  to  be  unassociated  with 
the  kidney  anomaly,  but,  unfortuntely,  no  autopsy  was  obtained.  This 
operation  proves  somewhat  more  satisfactory  if  the  ureters  are  im- 
planted into  the  sides  of  the  penis,  as  in  Sonnenberg's  cases,  since  under 
such  circumstances  an  urinal  can  be  adjusted. 

2.  Transplantation  of  the  ureters  into  the  urethra  offers  some  ad- 
vantage over  skin  implantation,  especially  in  the  male.  In  either  the 
male  or  the  female  an  urinal  can  be  more  easily  adjusted  where  the 
urethra  is  employed.  Very  little,  however,  can  be  hoped  for  from  the- 
presence  of  the  sphincters  because  of  the  small  reservoir  room.  Besides, 
in  the  removal  of  the  bladder  for  neoplasms  the  full  length  of  the 
ureters  cannot  be  preserved  and  in  such  a  case  implantation  into  the 
urethra  is  impracticable. 

3.  Implantation  of  the  ureters  into  the  vagina  offers  some  advan- 
tages over  implantation  in  the  skin  and  in  the  urethra.  Over  the  first 
because  of  the  possibility  of  adjusting  an  urinal ;  over  the  second  be- 
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cause  of  the  greater  length  of  the  vagina,  making  it  possible  to  utilize 
it  with  considerably  shortened  ureters.    The  skin,  urethra  and  vagina 


Fig.  2. 


offer  an  important  advantage  over  the  last  method,  viz.,  implantation  in 
the  rectum,  in  the  fact  that  they  are  comparatively  clean,  but  the  fact 
that  they  do  not  furnish  reservoir  and  continence  under  the  control 
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of  the  patient  makes  them  well-nigh  impracticable  and  positively  unde- 
sirable. 

4.  Transplantation  of  the  ureters  into  the  rectum  or  sigmoid  flex- 
ure is  the  method  which  literature  indicates  has  been  accepted  as  the 
inevitable  one  by  the  majority  of  experimenters,  in  spite  of  the  objec- 
tions which  may  be  urged  against  it.  In  my  experiments  in  this  line 
I  have  accepted  the  lower  bowel  as  the  best  substitute  for  the  bladder; 
first,  because  it  possesses  reservoir  room ;  second,  because  it  has  empty- 
ing power  under  the  control  of  the  individual,  and  finally  and  principally, 
because  it  has  a  perfect  sphincter  outlet,  also  completely  under  the  con- 
trol of  the  individual. 

Objections  to  Transplantation  in  the  Bowels. 

The  objections  to  the  construction  of  a  substitute  for  the  bladder 
by  uretero-rectal  anastomosis,  are : 

1.  Ascending  ureteritis  with  nephritis  because  of  the  low  resistance 
of  the  mucous  membrane  of  the  ureters  and  kidneys  to  infection. 

2.  The  difficulty  of  providing  against  infected  material  entering  the 
ureters  by  means  of  an  automatic  valve  device  or  other  means. 

3.  Dangers  from  absorption  of  the  urine  from  the  bowels. 

4.  Danger  from  the  presence  of  urine  in  the  bowel. 

5.  Danger  that  the  sphincter  of  the  rectum  is  not  sufficient  to  afford 
perfect  continence  of  urine. 

1.  Infection  of  the  Ureters  and  Kidneys. — The  principal  problem 
which  we  have  to  solve  is  in  regard  to  the  danger  of  infection  of  the 
kidneys  occurring  as  a  result  of  implantation  of  these  ducts  into  the 
septic  intestine.  Weller  Van  Hook  has  summarized  this  phase  of  the 
subject  so  well  in  his  classical  paper  on  the  ureters— these  views  have 
so  often  been  quoted  and  thus  widely  disseminated,  and  the  logic  based 
on  the  facts  then  available  leading  to  his  conclusions  is  so  convincing 
and  the  high  position  occupied  by  the  writer  as  an  experimenter,  pa- 
thologist and  surgeon  is  so  well  merited — that  I  quote  the  following 
from  his  article : 

"From  the  study  of  the  possibility  and  practicability  of  implanta- 
tion of  the  ureters  in  the  rectum,  the  conclusion  is  inevitable  that  in- 
testinal or  rectal  implantation  of  the  ureter  is  primarily  and  remotely 
an  extremely  dangerous  procedure,  unjustified  by  reason  and  condemned 
by  experiment,  and,  second,  that  inasmuch  as  the  vital  objections  to 
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this  expedient  are  fundamental  and  not  dependent  upon  criticism  of 
a  faulty  technique,  this  operation  must  be  regarded  hereafter  as  un- 
justifiable in  practice  upon  the  human  subject." 

"An  amply  sufficient  argument  in  itself  against  a  comparison  of 


Fig.  3. 


the  species  lies  in  the  fact  that  birds'  ureters  are  supplied  with  a  mucous 
membrane  evolutionally  accustomed,  as  it  were,  to  contact  with  in- 


402 


Franklin  H.  Martin,  M.D. 


fected  solids  and  fluids;  while  the  ureters  of  man  are  normally  accus- 
tomed to  the  most  absolute  and  perfect  protection  from  the  action  of 
injurious  microbic  influences.  This  inherited  ability  of  specialized  tis- 
sues to  resist  invasion  by  microparasites  is  termed  a  'resisting  power' 
and  is  known  to  vary  with  the  situation  and  needs  of  the  different 
tissues.  The  ducts  of  all  the  secreting  glands  are  more  or  less  capable 
of  repelling  these  invaders,  as  for  example :  those  of  the  liver  and  the 
pancreas,  which  normally  open  into  the  bacterially  filthy  bowel;  the 
ducts  of  the  salivary  glands  similarly  open  into  an  exceedingly  septic 
cavity,  etc.  .  .  .  These  various  ducts  rarely  carry  back  to  the 
glands  which  they  supply  the  materials  for  their  inflammatory  destruc- 
tion ;  .  .  .  protected  slightly  with  valves  the  main  strength  in  op- 
posing microbes  must  lie  in  their  resisting  power  acquired  by  evolu- 
tional cycles  of  association  with  their  environments. 

"The  ureters,  however,  are  among  the  most  perfectly  protected 
structures  in  the  whole  human  anatomy.  It  is  true  that  they  stand  in 
mechanical  communication  with  external  filth,  but  the  commerce  of  fluid 
is  all  in  one  direction,  nulla  vertigia  retrorsum!  Two  powerful  sets 
of  gates  close  after  departing  urine:  first,  the  valve-like  folds  of  the 
cystic  mucous  membrane  at  the  mouths  of  the  ureters;  second,  the 
sphincter  vesicae  at  the  exit  of  the  bladder.  Each  of  these  tissues  is 
effective  for  a  long  time  in  repelling  invaders.  A  violent  urethritis 
often  occurs  without  cystitis.  A  violent  cystitis  often  occurs  without 
urethritis.  These  well-protected  ducts,  the  ureters,  are  therefore 
guarded  so  carefully  that  they  need  only  in  pathological  circumstances 
to  meet  micro-organisms  and  are  therefore  weak  and  well-nigh  im- 
potent to  resist  such  enemies.  How  absurd  and  unthinking  it  is  then  to 
thrust  the  ends  of  these  delicate  tubes  into  the  filthy  rectum  or  small  in- 
testine, filled  not  only  with  solid  but  liquid  and  gaseous  materials  to 
distend  and  defile  the  ureters  and  pelvis  of  the  kidneys.    .    .  . 

"The  argument  in  favor  of  rectal  implantation  of  the  ureters  from 
analogy  (to  the  bird)  and  from  pathology  are  therefore  wholly  falla- 
cious." 

In  the  light  of  the  progress  of  the  six  years  elapsing  since  the  above 
conclusions  were  written,  how  should  they  be  modified  ?  Were  all  the 
premises  assumed  at  the  time  that  argument  was  promulgated  absolutely 
incontrovertible?  Where  experiments  have  not  conclusively  proved 
theoretical  deductions  to  be  correct,  should  we  cease  experimenting  be- 
cause of  such  deductions  ?  For  example :  how  do  we  know  that  the 
"birds'  ureters  are  supplied  with  a  mucous  membrane  evolutionally  ac- 
customed, as  it  were,  to  contact  with  infected  solids?"    Has  experi- 
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ence  and  experimentation  absolutely  proved  that  "resisting  power" 
exists  in  these  tubes  in  one  animal  and  not  in  another?    Can  we  be 


absolutely  sure,  even  if  we  admit  this  difference  of  "resisting  power" 
that  it  requires  long  cycles  of  time  for  this  "resisting  power"  to  de- 
velop when  the  proper  conditions  are  precipitated  ? 
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Before  unhesitatingly  answering  all  the  above  questions  as  they  were 
answered  by  Dr.  Van  Hook  eight  years  ago,  we  should  remember  that 
the  natural  reparative  processes  of  living  animal  tissue  and  the  progress 
of  our  science  often  play  havoc  with  preconceived  theories.  Remember 
theorists  were  terrified  at  what  would  happen  to  the  eliminated  portion 
of  the  bowel  in  Senn's  anastomosis;  Murphy's  button  would  fall  the 
wrong  way  and  disaster  would  follow ;  the  peritonaeum  could  not  be 
opened  without  death  because  of  its  low  resisting  power;  then,  the 
peritonaeum  could  be  opened  because  it  possessed  "resisting  power" 
since  it  had  lain  for  cycles  of  time  in  close  contact  with  the  infectious 
alimentary  canal  and  by  evolution  had  acquired  immunity;  but  the 
pleura,  the  synnovial  joints  and  the  serous  cavity  of  the  brain  could 
not  be  subjected  to  operations  because  they  had  not  through  a  process 
of  evolution  become  tolerant;  and  nozv,  because  of  increase  of  knowl- 
edge, not  because  of  change  in  these  serous  membranes,  they  all  can  be 
manipulated  with  more  or  less  impunity. 

However,  there  can  be  but  little  doubt  that  the  resistance  of  the 
ureters  to  infection  is  very  low.  It  is  also  probable,  however,  that  the 
ureters,  like  all  other  living  animal  tissue,  can  do  their  best  when  sur- 
rounded by  their  usual  environments  and  subject  to  their  normal  con- 
dition. 

From  1852,  when  Simon  tied  the  ureters  to  the  rectum  and  allowed 
the  sutures  to  ulcerate  a  communication  between  those  tubes  (his 
case  dying  of  nephritis),  through  the  experiments  of  Gluck  (2),  Har- 
vey Reed  (3),  Van  Hook  (4),  experimental  work  has  strongly  con- 
firmed the  theory  that  the  ureters  resent  the  contamination  of  the  rec- 
tum. Some  of  my  own  work  on  dogs  gave  me  considerable 
encouragement.  Dog  IV.,  in  whom  both  ureters  had  been  implanted 
in  the  rectum  three  months  before,  was  killed  and  a  post-mortem  held. 
Cultures  made  from  the  right  kidney  just  before  death  gave  growth  of 
bacillus  coli  communis.  In  left  kidney  no  micro-organisms  were  found. 
The  right  kidney  showed  on  section  the  picture  of  suppurative  nephritis. 
The  left  kidney  was  almost  normal.    (See  Pathological  Report  5.) 

I  am  convinced  that  work  on  animals  will  never  solve  the  problem 
of  uretero-rectal  anastomosis.  The  care  of  an  animal  cannot  be  such 
that  one  can  minimize,  as  in  the  human,  several  sources  of  danger  of 
infection.  For  example:  Gravity,  as  it  is  exerted  on  the  urine  of  the 
ureters  in  the  upright  human  is  lacking  in  the  horizontal  animal.  The 
rectum  of  the  human  patient  can  be  rendered  and  maintained  relatively 
clean.  The  usual  location  of  the  implantation  in  the  animal  (anterior 
or  lateral  wall  of  the  rectum)  makes  the  mouths  of  the  ureters  at  the 
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most  dependent  portion  of  the  bowel  when  the  animal  is  lying,  stand- 
ing and  walking,  much  more  subject  to  infection.    The  opposite  is  the 


Fig.  5. 


case  with  the  human,  and  too,  the  patient  can  be  so  controlled  that 
ureteral  catheters  can  drain  the  ureters  for  several  days  after  the  opera- 
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tion  and  the  mouths  of  the  ureters  protected  entirely  from  infected 
material,  thus  giving  a  start  and  an  immunity  when  the  resistance  of 
the  tissues  are  at  their  lowest  tide. 

I  have  referred  to  the  well  recognized  fact  that  tissues  perform  their 
normal  functions  best  when  subject  to  normal  influences.  How  im- 
perfect has  been  much  of  our  experimental  ureteral  work !  The  ma- 
jority of  our  cases  die  outright  as  a  result  of  poor  technique.  Is  it  right 
to  employ  as  a  conclusive  argument  in  favor  of  inevitable  death  from 
nephritis  in  these  cases,  due  to  a  low  resistance  of  the  ureters,  because 
cultures  from  a  dog's  kidneys  show  destructive  bacteria,  when  that  dog 
has  been  dying  of  general  sepsis  or  peritonitis  ever  since  he  was  oper- 
ated upon,  four  or  eight  days  previous?  Nor  is  it  necessary  for  our 
cases  to  die  within  ten  days  in  order  to  attribute  the  cause  to  poor 
technique.  If  a  ureter  is  unduly  constricted  so  that  but  a  small  pro- 
portion of  the  normal  secretion  passes  (a  condition  I  have  seen  in 
several  dogs),  and  that  ureter  becomes  distended,  its  walls  thinned,  its 
circulation  diminished,  could  we  say  when  this  ureter  becomes  infected 
that  it  is  proof  of  its  inherent  inability  to  care  for  itself  if  it  were  not 
constricted  ? 

From  the  result  of  my  dog  work  I  believe  that  with  an  improve- 
ment in  technique,  which  will  inevitably  come  with  perseverance,  with 
great  care  employed  to  render  the  bowel  clean  during  the  period  of 
convalescence  and  with  the  kidneys  flushed  by  the  employment  of  di- 
luted drinks  and  diuretics  immediately  following  the  operation,  the 
ureters  may  be  kept  from  infection  until  their  normal  resisting  power 
may  be  reasserted. 

It  seems  to  me,  too,  that  we  have  proof  that  the  ureters,  even  though 
their  normal  resistance  to  infection  be  small,  may  be  depended  upon  to 
take  on  rapidly  increased  resistance,  so  that  they  will  resist  infection 
for  a  long  time,  if  not  indefinitely.  In  other  words,  it  is  possible  that 
the  requirements  of  the  occasion  bring  about  a  rapid  compensatory  re- 
sistance. This  is  proved  by  the  fact  that  many  cases  of  extrophy  of  the 
bladder  are  now  alive  at  almost  all  ages.  The  urine  from  these  cases 
has  been  flowing  over  the  body  from  the  time  of  their  birth.  All  of 
these  exposed  ureters  at  one  time  or  other  through  improper  diapering 
or  dressing,  and  the  close  contact  with  the  bowel  discharges,  have  un- 
doubtedly had  abundant  opportunity  to  come  in  contact  with  filth  iden- 
tical to  that  found  in  the  rectum.  Every  day  of  every  year  of  their 
lives  the  mouths  of  the  ureters  have  been  bathed  in  filth,  and  while  it 
is  true  that  these  ureters  possess  the  utero-vesical  valves,  it  is  not  diffi- 
cult to  imagine  that  they  have  had  an  opportunity  to  successfully  re- 
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sist  infection.  Further,  while  every  extrophy  of  the  bladder  demon- 
strates the  ability  of  the  ureters  to  resist  infection,  every  implantation 


Fig. 


of  the  ureters  in  the  rectum,  even  with  the  protecting  valves ;  every 
implantation  of  the  ureters  in  the  vagina,  and  here,  too,  without  valves, 
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and  every  implantation  on  the  skin  reported  in  surgical  literature, 
demonstrates  the  ability  of  the  ureters  to  resist  infection  to  a  degree 
not  required  by  them  normally. 

At  this  point  I  wish  to  bring  in  the  weight  of  evidence  as  it  is  found 
in  the  recorded  cases  of  literature.  This  accumulated  material  rep- 
resenting earnest  work  of  many  surgeons  of  the  world  in  the  line  of 
ureteral  implantation  into  the  bowel,  skin,  vagina  and  uretra,  has  in  it 
much  food  for  thought  and  not  a  little  which  will  be  inclined  to  stagger 
the  pure  theorists.  The  following  is  a  fully  summary  of  all  cases  on 
record  and  a  number  of  cases  not  before  recorded  that  the  writer  was 
enabled  to  gather  from  the  literature  at  his  disposal. 

I  have  succeeded  in  collecting  seventy-four  cases*  in  which  the 
ureters  have  been  transplanted  for  some  reason  into  the  urethra,  vagina, 
skin  or  bowel.  No  special  effort  was  made  to  extend  the  list  of  trans- 
plantations into  the  skin  as  that  phase  of  the  subject  is  not  one  in  which 
we  are  particularly  interested.  Of  the  seventy-four  cases,  five  were 
transplantations  into  the  skin,  two  into  the  uretha,  three  into  the  vagina 
and  two  not  recorded. 

I  have  gone  to  considerable  pains  to  collect  the  cases  connecting  the 
bladder  or  ureters  and  the  rectum.  The  largest  number  of  cases  pre- 
viously collected  was  by  Maydl,  twenty  in  number.  A  rather  extensive 
search  of  the  literature  has  enabled  me  to  collect  sixty-two  case.  Of 
this  number  eleven  were  operated  upon  by  the  extra-peritonaeal  method: 
without  attempting  to  imitate  the  normal  valve  formation ;  two  were 
vesico-vaginal  fistulae  by  closing  the  vulvae;  two  were  vesico-rectal 
communications;  two  were  operations  of  ureteral  implantations  by 
means  of  mechanical  appliances ;  two  were  Fowler's  method  of  im- 
plantation ;  ten  were  intra-peritonaeal  implantations  of  the  ureters,  and 
thirty-three  were  Maydl's  operations,  or  the  transplantation  of  the  ure- 
ters with  their  normal  bladder  exits  and  valves  directly  into  the  sig- 
moid flexure.  Of  the  sixty-two  bowel  transplantations  thirty-three 
were  into  the  sigmoid  flexure,  two  into  the  colon,  twenty-seven  into  the 
rectum. 

Forty-eight  of  the  sixty-two  cases  collected  recovered  from  the 
primary  operation.  Thirteen  died  within  sixteen  days  after  the  opera- 
tion. Two  of  these  cases  died  as  a  direct  result  of  the  anaesthetic.  Of 
the  eleven  remaining  one  is  recorded  as  death  from  uraemia  as  a  result 
of  urine  leaking  into  the  connective  tissue  around  the  rectum;  one  from 
uraemia  as  the  result  of  constriction  of  the  ureters,  result  of  poor  tech- 
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nique ;  one  of  peritonitis  in  five  days.  The  cause  of  death  in  the  remain- 
ing eight  was  not  given. 

Of  the  forty-eight  cases  recovering  from  the  operation  six  are  living 
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and  reported  well  in  which  the  operation  has  been  done  within  one 
year ;  twelve  are  well  in  which  the  operation  has  been  done  for  a  longer 
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period  than  a  year  and  not  to  exceed  two  years ;  four  are  well  in  which 
the  operation  has  been  done  more  than  four  years  but  less  than  five ;  one 
is  living  between  five  and  six  years ;  one  between  six  and  seven ;  two 
between  seven  and  eight,  and  one — W.  W.  Keen's  case — is  living  after 
twenty-four  and  a  half  years;  while  in  twenty-two  cases  the  history 
subsequent  to  convalescence  was  not  recorded.  Of  the  forty-eight  cases 
of  rectal  implantation  recovering  from  the  operations  thirty-three  were 
Maydl's  operations,  or  over  seventy-five  per  cent,  of  all  cases  of  Maydl's 
operation  reported.  Of  the  remaining  eighteen  cases  recorded  as  re- 
covering one  was  the  Fowler  operation,  two  vesico-rectal  operations, 
two  vesico-vagino-rectal  operations,  three  intra-peritonasal  implanta- 
tions, one  button  operation,  and  seven  extra-peritonaeal  transplantations. 

While,  as  I  have  stated,  my  report  of  cases  does  not  purport  to  in- 
clude anything  like  a  complete  record  of  implantation  of  the  ureters 
into  other  surfaces  than  the  bowels,  the  few  cases  I  have  gathered  have 
a  bearing  on  the  question  of  the  relative  resistance  of  the  ureters  to  in- 
fection. Three  of  the  cases  of  implantation  of  the  ureters  into  the  sur- 
face of  the  penis  lived  and  one  is  living  after  eighteen  years.  Two  of 
the  cases  in  which  the  ureters  were  transplanted  on  the  abdominal  skin 
lived  for  some  years;  one  of  these  (my  own)  lived  for  two  years  with 
but  one  kidney  functioning.  Two  of  the  three  cases  of  transplantation 
into  the  vagina  recovered  from  the  operation  and  lived  for  some  time. 
How  long  not  recorded. 

Thus  these  seventy-four  recorded  cases  furnish  the  principal  evi- 
dence with  which  to  refute  the  theory  that  the  ureters  or  bladder  will 
not  immediately  resist,  or  may  early  acquire  a  practical  immunity  to 
pathogenic  bacteria  of  the  intestines.  Of  the  sixty-two  cases  of  uretero- 
and  vesico-intestinel  anastomosis  forty-eight  lived  for  varying  periods 
and  the  majority  are  still  living  and  apparently  free  from  infection  at 
periods  varying  from  a  few  months  to  twenty-four  and  a  half  years. 
Five  cases  of  skin  implantation  lived  for  varying  periods  and  one  is 
still  living  in  perfect  health  eighteen  years  after  the  operation. 

2.  Much  ingenuity  has  been  expended  by  experimenters  in  endeavor- 
ing to  provide  some  mechanical  device  "which  will  reduce  the  liability 
of  infection  of  the  ureters  when  implanted  into  the  bowel. 

Maydl  adapts  a  method  which  is  ideal,  but,  unfortunately  it 
is  not  applicable  to  cases  where  the  whole  bladder  must  be  extirpated. 
It  must  be  reserved  for  extrophy  of  the  bladder  and  all  cases  where 
the  portion  of  the  bladder  in  which  the  ureter  enters  its  walls  may  be 
preserved.  In  a  word,  his  method  consists  in  implanting  an  elliptical 
portion  of  the  bladder-wall,  large  enough  to  contain  the  entrance  of 
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the  two  ureters,  directly  into  the  sigmoid  flexure  or  the  rectum.  He 
thus  retains  the  normal  ureteral  exits  with  their  valves. 

Several  have  attempted  to  imitate  the  normal  valves  by  ingenious 
constructions,  among  whom  may  be  especially  mentioned  George  B. 
Fowler  of  Brooklyn.  1  have  not  space  to  quote  this  operation  in  full, 
but  one  point  in  which  I  think  it  may  be  criticized  is  the  fact  that  the  de- 
pression left  in  the  mucous  membrane  at  the  point  of  exit  of  the  two 
ureters  makes  a  convenient  lodgment  for  small  masses  of  faecal  matter 
and  therefore  increases  the  risk  of  infection  at  the  periods  when  the 
rectum  should  remain  empty. 

I  have  spent  much  time  and  sacrificed  many  dogs  in  endeavoring 
to  solve  this  problem.  The  technique,  which  I  now  feel  is  comparatively 
safe,  is  based  upon  details  which  will  accomplish  the  following  require- 
ments and  which  I  believe  to  be  essential  to  success : 

(a)  The  ureters  should  empty  into  the  bowel  in  the  direction  of  its 
long  diameter  from  above  downward,  so  that  the  urine  shall  be  dis- 
charged in  the  direction  of  the  faecal  current. 

(b)  The  ureters  are  buried  in  the  walls  of  the  rectum  for  a  dis- 
tance of  an  inch  or  more,  longitudinally,  so  that  in  the  act  of  defecation 
the  faecal  mass  will  close  the  caliber  of  the  ureters  by  its  pressure  on 
the  mucous  membrane,  and  that  pressure  is  exerted  from  above  down- 
ward in  the  direction  of  the  onward  flow  of  urine,  thereby  emptying  the 
ureter  by  a  milking  process. 

(r)  The  ureters  are  further  protected  by  the  muscular  coat  of  the 
intestine.  This  is  accomplished  by  surrounding  them  in  their  longi- 
tudinal course  through  the  intestine  to  the  extent  of  two  centimeters 
by  the  muscular  coat  of  the  bowel.  This  muscular  coat  of  the  bowel 
in  acting  from  above  downward  milks  the  urine  downward  and  holds 
the  ureter  closed  when  the  rectum  is  aiding  in  defecation.  When  the 
contraction  and  closure  due  to  defecation  is  over  the  urine  will  spurt 
forth  with  considerable  force,  acting  as  a  cleanser  to  the  ureters. 

Operation. 

1.  Place  the  patient  in  a  Trendelenberg  position;  make  the  ab- 
dominal incision  so  as  to  expose  the  rectum ;  pack  back  the  omentum 
and  intestines ;  make  a  longitudinal  incision  of  the  peritonaeum  over  the 
ureters  down  to  their  insertion  into  the  bladder  and  dissect  them  out 
with  the  finger  to  a  height  of  about  three  inches.  Tie  each  ureter  near 
the  bladder  with  strong  silk  and  sever  it  above  that  point. 
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2.  Bring  both  ureters  forward  and  approximate  them  in  front  of  the 
rectum  by  including  the  wall  of  each  in  one  fine  silk  suture,  tied  in  a 
hard  knot  and  armed  at  each  end  with  long  cambric  needles.  Approx- 
imate the  ureters  further  by  two  fine  catgut  sutures,  passed  through 
the  outer  walls  of  the  ureters  only,  securing  the  two  tubes  parallel  for 
a  distance  of  two  to  three  centimeters  (as  shown  in  Fig.  2).  Place 
severed  ends  of  the  ureters  on  a  gauze  sponge  while  executing  the 
next  step. 

3.  Make  a  longitudinal  incision  two  inches  long  through  the  perito- 
neal and  subperitoneal  tissue  of  the  upper  wall  of  the  bowel  and  dis- 
sect back  this  tissue  so  that  the  oval  surface  of  the  muscular  coats  of 
the  intestine  is  exposed  the  length  of  the  primary  incision  in  the  bowel, 
and  one  inch  wide  at  its  center.  The  flaps  are  held  apart  by  silk  stays, 
tenacula  or  small  retractors. 

4.  After  making  sure  that  the  bowel  is  free  of  faecal  matter,  and 
having  secured  it  above  by  a  clamp  or  rubber  tubing,  rpaking  a  small 
incision  through  the  remaining  coats  of  the  bowel,  large  enough  to 
admit  the  two  ureters  without  pressure,  and  about  one  centimeter  from 
the  lower  end  of  the  oval  denudation.  Pass  through  this  opening  into 
the  interior  of  the  bowel  downward  the  double-threaded  suture,  pre- 
viously placed  in  the  ends  of  the  two  ureters,  and  bring  one  needle  out 
immediately  below  the  denudation  and  the  other  one  two  centimeters 
below  the  first  one,  or  about  three  centimeters  from  the  opening  made 
for  the  ureters  (Figs.  2  and  3),  and  draw  the  ureters  through  the  open- 
ing to  the  point  at  which  the  upper  stay  silk  found  its  exit  (Fig.  3). 

5.  Elevating  the  two  ureters  at  right  angles  to  the  bowel,  while 
steadying  them  by  the  upper  stay  silk,  they  are  secured  to  the  fibrous 
and  mucous  coat  of  the  bowel  by  a  number  of  closely  applied  sutures  of 
fine  catgut  or  silk,  great  care  being  necessary  not  to  penetrate  to  the 
mucous  coat  of  the  ureters.  The  ureters  are  then  laid  parallel  with  the 
bowel  on  the  denuded  portion,  the  lower  handling  silk  is  made  taut, 
thus  causing  an  inversion  of  the  denuded  surface  into  the  bowel  for  a 
distance  of  two  centimeters,  and  additional  sutures  passed,  securing  the 
ureters  to  the  muscular  coat  of  the  intestine  as  it  is  rolled  in  by  the 
tension. 

6.  The  ureters  are  now  buried  in  the  muscular  coats  of  the  bowel 
by  overfolding  those  coats  for  a  further  distance  of  two  to  three  centi- 
meters, the  inversion  being  facilitated  by  making  tension  on  the  lower 
silk  handling  string  (Figs.  4  and  5),  and  securing  them  to  the  ureters 
by  fine  catgut  sutures. 

7.  The  peritonaea!  coat  of  the  bowel  is  now  closed  over  the  ureters 
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to  the  point  where  they  separate  and  then  below  them  above  that 
point.  This  is  accomplished  by  a  running  inversion  stitch  of  silk.  A 
few  additional  interrupted  sutures  of  silk  or  catgut  attach  the  peritonseal 
coat  to  the  outer  coat  of  the  ureters  (Fig.  6). 

8.  The  ureters  should  be  left  protruding  into  the  bowel,  when  prac- 
ticable, at  the  end  of  the  operation,  so  that  the  urine  after  the  catheter 
has  been  removed  will  be  carried  off  and  discharged  at  a  distance  of  one 
to  two  centimeters  from  the  point  of  their  entrance  into  the  bowel,  in 
order  to  protect  the  wound  in  the  mucous  membrane  from  contact  with 
the  urine. 

3.  Question  of  Absorption  of  Urine  from  the  Bowel. — The  fear  that 
urine  discharged  into  the  bowel  will  cause  disaster  because  of  the  lia- 
bility of  its  absorption  is  not  well  founded.  By  referring  to  the  record 
of  cases  appended  to  this  paper — in  which  uretero-rectal  anastomosis 
has  been  accomplished — it  will  be  noted  that  there  is  little  mention 
made  of  trouble  in  this  direction.  In  a  few  of  my  dog  experiments,, 
where  due  care  was  not  employed  to  provide  exit  for  the  urine  during 
the  first  few  days,  when  the  rectum  was  weak  and  sore,  I  believe  that 
the  animals  were  made  sick  from  absorption  of  urine.  A  drainage-tube 
in  the  rectum  would  relieve  this.  After  convalescence  is  established 
there  is  not  absorption  enough  to  effect  the  health  or  spirits  of  the  ani- 
mal to  any  appreciable  extent.  The  following  points  in  technique,  how- 
ever, I  should  recommend : 

To  protect  the  bowel  from  the  irritation  of  urine  and  the  possibility 
of  absorption,  and  to  insure  the  patency  of  the  ureters  for  the  first  forty- 
eight  hours,  a  rubber  ureteral  catheter  should  be  left  in  the  ureters  at 
the  time  of  the  operation  with  their  discharging  ends  protruding  from 
the  anus. 

4.  The  Question  of  the  Danger  of  the  Urine  exciting  Troublesome 
%  Diarrhoea  from  Its  Presence  in  the  Lower  Bowel. — There  is  not  an  in- 
stance of  troublesome  diarrhoea  mentioned  in  any  of  the  human  cases.  In 
those  animals  who  survived  my  experimental  operations  not  the  slightest 
tendency  to  diarrhoea  existed,  and  neither  did  diarrhoea  put  in  an  appear- 
ance in  the  case  of  the  boy  who  has  survived  the  operation  of  transplan- 
tation of  one  ureter  for  extrophy  and  who  is  well  after  fourteen  months. 
I  would  suggest  in  this  connection  that  the  rectum  should  be  kept  prac- 
tically free  from  urine  by  artificial  drainage  during  the  first  few  days 
of  convalescence. 

5.  Question  of  Perfect  Continence  of  Urine. — There  is  no  doubt  in 
my  mind,  after  reviewing  the  cases  now  on  record,  of  human  beings  liv- 
ing with  the  rectum  acting  as  a  substitute  for  the  bladder,  and  afte  r  ob- 
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serving  the  behavior  of  a  number  of  animals  with  the  same  condition 
existing,  that  the  sphincter  of  the  rectum  will  act  as  an  effectual  con- 
trol in  the  maintainance  of  continents  of  urine.  It  will  be  shown  in 
one  or  two  of  these  recorded  cases  in  the  human  that  there  was  a  slight 
leakage  during  the  early  weeks  of  convalescence,  at  times  when  the 
bowel  became  unduly  distended  and  occasionally  with  moderate  disten- 
sions during  sleep. 

III.    Extirpation  of  the  Bladder  and  Uterus  for  Carcinoma. 

Before  giving  the  technique  of  this  operation  I  wish  briefly  to  review 
what  may  be  considered  the  indications  for  this  procedure: 

1.  Cancer  which  may  have  been  primary  in  the  uterus,  which  has 
extended  to  the  bladder,  the  ureters  or  urethra,  in  which  there  are  rea- 
sonable grounds  to  believe  that  the  disease  is  yet  localized  in  those 
organs  and  the  broad  ligaments,  and  in  which  by  extirpating  the  bladder 
and  the  uterus  only  can  the  full  limit  of  the  cancer  be  passed. 

2.  Cancer  which  may  have  been  primary  to  the  bladder,  which  has 
extended  to  the  uterus,  in  which  there  are  reasonable  grounds  to  believe 
that  the  disease  is  yet  localized  in  those  organs  and  the  broad  ligaments, 
and  in  which  by  extirpating  the  bladder  and  the  uterus  only,  can  the 
full  limit  of  the  cancer  be  passed. 

There  are  those  whose  opinion  I  very  much  respect  who  do  not 
agree  with  quite  a  large  coterie  among  surgeons  with  whom  I  agree 
in  regard  to  the  importance  of  attempting  in  all  cases  of  carcinoma  of 
the  female  pelvis  to  remove  every  vestige,  as  far  as  possible,  of  the 
apparently  diseased  tissue.  I  do  not  mean  by  this  simply  removing  all 
the  apparently  diseased  tissue,  in  cases  where  it  is  reasonably  certain 
that  the  diseased  tissue  can  be  encompassed  or  passed,  but  I  believe  in 
removing  all  the  diseased  tissue  that  it  is  possible  to  remove,  even 
though  the  operation  ceases  before  it  apparently  reaches  the  limit  of  the 
disease.  This  has  become  an  invariable  rule  in  my  practice  and  one 
which  I  have  been  led  to  adopt  because  in  a  rather  large  experience 
in  vaginal  and  abdominal  operations  for  cancer  of  the  uterus  and  its 
neighboring  organs  I  have  been  very  agreeably  surprised  in  a  grati- 
fyingly  large  number  of  cases,  in  many  of  which  I  felt  that  I  had  a 
right  to  expect  a  speedy  return  of  the  disease,  to  find  after  years  no 
such  return.  I  account  for  this  fact  in  three  ways:  First,  because  of 
thorough  and  extensive  operations  in  all  cases ;  second,  because  car- 
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cinoma  in  the  pelvis  is  rapidly  surrounded  by  an  inflammatory  indura- 
tion which  closely  simulates  the  tumor  and  deceives  one  as  to  its  ex- 
tent; third,  because  metastatic  dissemination  is  less  frequent  and  when 
occurring,  later,  than  in  some  other  portions  of  the  body. 

Technique  of  Operation  in  Removal  of  the  Uterus  and  Bladder. 

Preparatory  Treatment:  The  patient  should  be  under  observation 
in  the  place  selected  for  the  operation  at  least  one  week  before  the  pro- 
posed procedure.  As  early  as  possible  if  there  is  a  cancerous  ulcer  arising 
from  the  uterus,  vagina  or  bladder  exposed  in  the  vagina,  a  thorough 
removal,  as  far  as  possible,  of  all  the  necrosed  and  septic  material  should 
be  accomplished  by  thorough  curettement  or  the  application  of  the 
cautery.  This  should  be  done,  if  necessary,  under  an  anaesthetic  several 
days  prior  to  the  radical  operation.  Subsequent  to  this  the  vagina 
should  be  kept  as  antiseptic  as  possible.  The  patient  should  be  carefully 
fed  with  rich,  liquid  food  and  placed  in  the  best  possible  tone  by  drugs 
and  stimulants.  Preparations  should  be  made  to  meet  a  desperate  opera- 
tion. The  anaesthetizer  should  be  selected  with  great  care.  Some  one 
to  administer  stimulants  and  to  attend  to  the  transfusion  apparatus 
should  be  in  readiness.  Assistants  and  nurses  should  be  selected  with 
whom  the  operator  has  had  experience  and  in  whom  he  has  perfect 
confidence. 

The  operator  should  have  carefully  familiarized  himself  with  all 
the  details  of  this  operation  by  actual  experimental  work  on  animals 
before  he  attempts  work  on  the  human  subject.  There  is  no  work  in 
surgery  more  difficult  than  ureteral  and  none  in  which  the  result  of 
poor  technique  is  more  certainly  fatal. 

Operation. 

The  patient  is  placed  in  extreme  Trendelenberg  position.  An  ab- 
dominal incision  is  made  extending  from  an  inch  below  the  navel  to 
within  an  inch  of  the  upper  border  of  the  pubes.  A  long  incision.  The 
intestines  are  immediately  thoroughly  packed  back  with  large  protect- 
ing gauze  packs.  The  patient  is  then  lowered  into  a  moderate  Trendel- 
enberg position.    A  retractor,  with  a  broad,  short  blade  draws  the 
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uterus  well  forward,  so  as  to  expose  the  rectum  and  bottom  of  the  pel- 
vis. At  about  two  inches  above  the  broad  ligaments,  at  the  brim  of 
the  pelvis,  the  pulsation  of  the  internal  iliac  artery  is  located  and  the 
peritonaeum  above  it  is  picked  up  and  a  small  incision  is  enlarged  by 
the  finger,  when  the  white,  round  ureter  will  be  seen  lying  above  the 
artery.  The  ureter  is  carefully  isolated  in  a  direction  from  about  two 
to  three  inches  above  the  broad  ligament  down  to  the  point  where  it 
passes  beneath  that  fold  of  the  peritonaeum.  The  deep  iliac  lymphatic 
glands  can  be  removed  at  this  time  if  it  is  deemed  advisable.  The 
ureter  is  now  ligated  at  the  point  at  which  it  disappears  beneath  the 
broad  ligament  and  severed  above  the  ligature.  Its  free  end  is  now 
brought  forward  and  placed  on  a  sponge,  while  the  same  procedure  is 
executed  on  the  opposite  side.  The  free  ends  of  the  two  ureters  are 
now  brought  forward  in  front  of  the  rectum  and  the  incision  in  the 
peritonaeum  over  the  iliac  artery  is  closed  with  running  catgut  suture. 

The  uretero-rectal  anastomosis  is  now  accomplished  in  the  way  de- 
scribed in  another  portion  of  this  paper  with  the  following  modifica- 
tions : 

At  the  stage  of  the  operation  when  I  am  ready  to  draw  the  two 
ureters  into  the  bowel,  I  would  advise  placing  a  rubber  ureteral  catheter, 
with  an  end  opening,  into  each  ureter  for  a  distance  of  three  inches,  the 
two  free  ends  being  temporarily  plugged.  The  two  catheters  are 
thrust  through  the  opening  in  the  bowel  and  as  the  ureters  are  guided 
into  the  opening  by  means  of  the  fixation  and  handling  silks,  the  free 
ends  of  the  catheter  should  be  drawn  out  through  the  anus  and  the 
plugs  removed  and  their  free  ends  placed  in  separate  receptacles.  After 
the  ureters  are  secured  the  catheter  should  be  fixed  to  the  edge  of  the 
anus  by  two  silkworm  gut  sutures. 

Removal  of  the  uterus  and  bladder  is  now  proceeded  with  in  the 
following  manner: 

The  ovarian  artery  on  each  side  is  located,  and,  if  convenient,  ligated, 
otherwise  clamped  with  an  artery  forceps  close  to  the  sides  of  the 
pelvis,  the  artery  to  be  ligatured  with  catgut  when  the  uterus  is  out. 
A  second  clamp  is  placed  at  a  proper  distance  from  it  to  care  for  the 
recurrent  circulation  from  the  uterus,  and  the  broad  ligament  is  sev- 
ered as  closely  to  the  side  of  the  pelvis  as  practicable,  down  to  the 
uterine  artery. 

From  this  point  on  the  operation  can  be  done  more  rapidly,  the 
hemostasis  made  more  perfect  and  the  drainage  accomplished  better 
by  employing  forceps  from  the  vagina.  The  bladder  is  next  enucleated 
by  severing  the  peritonaeum  transversely  at  the  uterine  vesical  fold 
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and  stripping  the  peritonaeum  from  its  superior  surface  toward  the 
abdominal  incision.  By  grasping  the  bladder  it  is  now  rapidly  enucle- 
ated from  above  downwards,  the  blood-vessels  of  any  size  tied  with 
catgut,  severed  and  allowed  to  retract  into  the  connective  tissue,  and 
when  the  urethra  is  reached,  if  the  disease  has  been  passed,  a  strong 
catgut  ligature  should  be  thrown  around  it,  the  bladder  severed  above 
the  ligature,  the  stump  caught  with  the  forceps,  the  mucous  membrane 
of  the  urethra  disinfected  and  then  dropped. 

The  vagina  is  now  opened  anterior  to  and  posterior  to  the  uterus, 
as  far  away  from  the  disease  as  it  is  necessary  or  possible  to  get,  and 
the  base  of  the  broad  ligaments,  including  the  uterine  arteries,  are 
clamped  with  strong-bladed  forceps  (one  for  each  side),  whose  shanks 
are  acutely  curved  to  the  right  and  left  respectively,  in  such  a  way  as  to 
make  it  possible  to  clamp  the  broad  ligaments  at  their  farthest  point 
from  the  uterus.  These  forceps  can  be  quickly  placed  from  the  vagina 
and  accurately  clamped  because  their  blades  are  directly  under  the  eye 
of  the  surgeon,  through  the  abdominal  incision.  The  toilet  is  now 
rapidly  completed  by  dressing  the  vagina  and  bladder  cavities  with  a 
loose  Mikulicz  packing  of  gauze.  A  small  portion  of  this  drain  may 
extend  as  high  posteriorly  as  tke  implanted  ureters  and  thus  do  away 
with  a  drain  through  the  abdominal  incision.  The  abdominal  incision  is 
now 'closed  in  the  ordinary  way. 

The  after-treatment  of  the  vagina  wound  and  the  removal  of  the 
vaginal  broad  ligament  forceps  should  be  identical  with  that  which 
many  have  long  practiced  who  have  done  uncomplicated  vaginal  hys- 
terectomy with  forceps. 

The  ureteral  catheters  should  be  allowed  to  remain  intact  for  forty- 
eight  hours  if  they  succeed  in  conducting  the  urine  perfectly.  If  one  or 
the  other  refuses  to  work  slight  suction  should  be  made  on  it  with  a 
vacuum  bulb  for  the  purpose  of  dislodging  obstruction.  If  after  a 
few  hours  one  should  still  refuse  to  act  the  rectum  should  be  examined 
to  ascertain  if  the  urine  is  escaping  at  the  sides  of  the  catheter.  In 
either  case  the  catheter  should  be  removed  and  a  perforated  tube  placed 
in  the  rectum  to  remove  the  urine.  When  both  these  tubes  work  prop- 
erly they  should  be  removed  at  the  end  of  forty-eight  hours  in  order 
to  prepare  for  action  of  the  bowels.  Sterile  enemata  should  be  care- 
fully employed  for  this  purpose  and  after  each  movement  the  lower 
bowel  should  be  rendered  sterile  with  enemata.  Then  a  perforated 
tube  should  be  placed  in  the  bowel  beyond  the  point  of  the  ureteral 
anastomosis  in  order  to  conduct  away  the  urine  and  avoid  absorption. 


4i8 


Franklin  H.  Martin,  M.D. 


General  Summary. 

1.  Removal  of  the  bladder  as  a  preliminary  to  or  accompaniment 
of  hysterectomy  for  cancer  in  order  to  extend  the  possibilities  of  sur- 
gery for  malignant  disease  of  the  pelvis  is  a  justifiable  operation  under 
certain  desperate  circumstances,  and  the  recorded  cases  in  the  literature 
of  uretero-rectal  and  vesico-rectal  surgery  encourages  me  to  predict  that 
the  operation  may  become  something  better  than  a  desperate  alterative. 

2.  In  the  removal  of  the  bladder  the  ureters  should  be  transplanted 
into  the  rectum  or  sigmoid  flexure  in  order  to  (a)  provide  reservoir 
room  or  a  substitute  for  the  bladder,  (b)  in  order  to  obtain  continence, 
(c)  in  order  to  obtain  emptying  power  under  the  control  of  the  muscles 
of  the  individual. 

3.  The  principal  objection  to  making  the  lower  bowel  a  substitute 
for  the  bladder  is  the  supposition  that  nephritis,  as  the  result  of  ascend- 
ing ureteritis,  will  invariably  occur  as  the  result  of  uretero-intestinal 
anastomosis  and  early  death  will  be  the  inevitable  outcome  of  the  pro- 
cedure. This  supposition  is  supported  by  (a)  theoretical  grounds 
based  upon  the  assumption  of  the  inherent  inability  of  the  ureters  to 
resist  the  septic  bacteria  always  found  in  the  intestines;  (b)  on  the 
result  of  innumerable  experiments  upon  animals  which  records  show 
almost  without  exception  destructive  infection  of  the  kidneys;  (c)  the 
death  of  three  cases  from  nephritis  any  pyonephritis  in  the  forty-eight 
cases  on  record  which  convalesced  from  the  primary  operation. 

4.  The  negative  to  the  supposition  that  destructive  nephritis  will 
invariably  occur  as  the  result  of  uretero-intestinal  or  vesico-intestinal 
anastomosis  is  supported  by  (a)  theoretical  grounds,  based  on  the  as- 
sumption that  nothing  but  actual  experience  in  the  human  individual 
can  prove  that  the  ureters  and  kidneys  may  not  immediately  resist  or 
rapidly  acquire  an  immunity  to  infectious  material  found  in  the  intes- 
tines if  they  are  artificially  deflected  into  these  organs;  (b)  the  record 
of  forty-eight  human  patients  with  vesico-  and  uretero-rectal  transplan- 
tation living  and  a  large  percentage  still  well  at  periods  varying  from  a 
few  months  to  twenty-four  and  a  half  years;  (c)  the  record  of 
human  patients  with  skin  implantation  of  the  ureters  living  at  varying 
periods  from  one  to  eighteen  years. 

5.  By  the  removal  of  the  bladder  and  the  transplantation  of  the 
ureters  into  the  bowel  the  amount  of  pelvic  tissue  which  can  be  safely 
removed  is  materially  increased  compared  with  ordinary  hysterectomy, 
it  being  possible  to  remove  the  broad  ligaments  to  the  verge  of  the 
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pelvis,  thus  gaining  fully  an  inch  laterally,  and  the  removal  of  the 
bladder,  the  lower  end  of  the  ureters  and  the  urethra  when  necessary, 
materially  enlarging  the  field  of  operation  anteriorly. 

6.  The  operation  of  .extirpation  of  the  ureters  and  bladder  should 
not  be  undertaken  by  one  not  thoroughly  experienced  in  pelvic  and 
abdominal  surgery  and  by  one  who  has  not  thoroughly  familiarized 
himself  with  the  details  of  uretero-intestinal  anastomosis  by  a  thorough 
preliminary  apprenticeship  in  experimental  operations  on  animals. 
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A.  McDiarmid,  M.D. 


FOETAL  MALFORMATION:  SYMELUS.* 
By  A.  McDiarmid,  M.D., 

Adjunct  Professor  of  Obstetrics,  College  ot  Physicians  and  Surgeons;  Professor  of  Obstetrics  and 
Gynecology  Post-Graduate  Medical  School,  Chicago. 

Through  the  courtesy  of  Dr.  Henry  W.  Berard,  in  whose  practice 
the  foetus  was  obtained,  I  am  enabled  to  present  this  specimen  to  the 
Society. 

This  remarkable  malformation  is  one  of  a  rare  variety  called  the 
siren  formation  (symelus).  There  is  in  this  variety  a  cohesion  of 
the  entire  lower  extremities,  the  deformity  of  the  skeleton  extending 
to  the  pelvis.  There  may  be  cohesion  of  the  soft  parts  only,  the  bones 
of  the  thighs  and  legs  being  separate,  or  these  may  be  fused  together 
as  in  the  present  instance.  When  the  fusion  is  very  close  the  orifices 
of  the  anus  and  genito-urinary  systems  are  obliterated,  and,  as  in  this 
case,  no  trace  of  them  is  apparent. 

It  is  to  be  remarked  that  the  bones  are  rotated  on  their  long  axes 
so  that  the  anterior  surface  of  the  limb  lies  posteriorly,  which  is  the 
rule  in  the  early  periods  of  embryonic  life.  Where  the  skeletons  of  the 
two  limbs  remain  separate  the  fibulae  lie  internally  to  the  tibiae.  You 
will  observe  here  that  the  knee-joint  is  reversed — that  the  flexor  side 
lies  anteriorly.  The  rotation  is  outward  in  front.  The  foot  is  absent, 
the  limb  terminating  about  midway  between  the  knee  and  ankle. 

There  is  only  one  artery  in  the  umbilical  cord,  as  is  readily  under- 
stood by  the  absence  of  the  femoral  and  iliac  vessels  of  one  side. 

As  expressing  the  coalescence  of  the  lower  extremities  this  de- 
formity is  called  sympodia,  and  this  particular  variety,  owing  to  the  ab- 
sence of  the  feet,  is  called  sympus  apus. 

Great  credit  is  due  Mr.  E.  Soegaard  and  Mr.  P.  B.  Conant  of 
the  X-ray  laboratory  of  the  College  of  Physicians  and  Surgeons,  for 
their  investigations  and  the  preparations  of  the  skiagraphs  and  pho- 
tographs presented. 

The  causation  of  malformations  and  defects  has  been  ascribed  to 
amniotic  bands  and  adhesions.  It  is  quite  comprehensible  how  amniotic 
bands  may  produce  amputations  of  limbs,  or  adhesions  to  the  fcetus 
produce  imperfect  union  in  the  anterior  or  posterior  median  line  of  the 
body,  but  that  they  could  produce  this  deformity  does  not  seem  feasible. 

*  Read  before  the  Chicago  Gynaecological  Society,  January  19,  igoo. 
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Experiments  on  the  eggs  of  birds  and  frogs  have  shown  that  shak- 
ing the  egg,  tapping,  partial  varnishing,  slightly  raising  or  lowering 
the  temperature  during  incubation,  or  the  erect  posture  of  the  egg,  have 


Fig.  1. — Symelus.    Lateral  View. 

produced  double  monsters  especially,  but  only  if  applied  within  the 
first  forty-eight  hours  of  incubation.  In  other  cases  the  interference 
deranges  the  vascular  system,  impairs  nutrition,  and  leads  to  numer- 


Fig.  2. — Symelus.    Posterior  view  showing  ano-genital  region. 

ous  malformations.  Trauma  has  been  assigned  as  a  possible  cause  in 
the  human  foetus,  and  it  is  interesting  that  in  this  case  there  were 
several  unsuccessful  attempts  to  induce  abortion. 
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The  more  probable  cause  of  malformation  lies  in  a  primary  defect 
in  the  germinal  area  of  the  ovum.  The  different  external  malforma- 
tions of  the  extremities,  due  to  defects  in  the  germinal  area,  are  fre- 
quently combined  with  and  stand  in  close  relation  to  those  of  the  in- 


Fig.  3. — Symelus.    Left  lateral  view,  showing  knee  reversed. 

ternal  organs,  to  those  of  the  anterior  line  of  closure  of  the  body  and 
to  malformations  of  the  central  nervous  system.  Those  of  the  ex- 
tremities are  relatively  frequently  accompanied  by  malformations  of 
the  central  nervous  system.  There  is  often  spina  bifida  but  neither  this 
nor  any  other  defect  is  observable  in  this  case. 


Foetal  Malformation:  Symelus. 
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The  question  of  maternal  impressions  might  be  raised  in  this  con- 
nection. In  this  case  there  is  no  history  of  profound  maternal  im- 
pression. 

The  child  lived  about  fifteen  minutes  after  birth.    There  was  no 


Fig.  4.— Symelus.    Anterior  view. 


liquor  amnii  but  an  extraordinary  quantity  of  vernix  caseosa,  estimated 
at  eight  ounces,  in  addition  to  that  thickly  covering  the  surface  of  the 
child. 
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INTRAPERITONEAL    HEMORRHAGE    CONSIDERED  IN 
RELATION  TO  ECTOPIC  GESTATION.* 

By  J.  Clarence  Webster,  M.D., 

Professor  of  Obstetrics  and  Gynaecology  in  Rush  Me  Heal  College;  Obstetrician  and  Gynaecologist 

Presbyterian  Hospital,  Chicago. 

It  is  of  the  utmost  importance  to  bear  in  mind  that  hematocele  is  not 
a  special  disease  to  be  classed  with  new  growths,  displacements,  and 
the  other  distinct  affections  which  are  included  in  the  category  of  gynae- 
cological affections.  For  a  long  period  the  subject  was  discussed  solely 
from  the  standpoint  of  the  swelling  produced  by  the  outpouring  of  blood 
in  the  peritonaeal  cavity,  and  during  this  era  little  attention  was  directed 
to  the  causes  which  might  lead  to  the  hemorrhage.  Consequently,  little 
advance  was  made  in  the  direction  of  establishing  a  rational  method 
of  treating  the  condition.  Cases  were  treated  by  the  physician,  mainly 
by  rest  and  by  the  application  of  cold  to  the  abdomen.  If  the  patient 
did  not  die  at  once  from  the  effects  of  the  escape  of  blood,  she  was 
bound  to  endure  a  long  and  tedious  period  of  recovery,  always  being  in 
danger  of  running  risk  from  one  or  more  important  complications ;  e.g., 
peritonitis,  suppuration,  etc.  The  really  first  important  step  that  led  to 
the  importance  of  determining  the  etiology  of  intraperitoneal  haemor- 
rhage was  the  recognition  of  the  frequency  with  which  ectopic  pregnancy 
was  associated  with  this  condition. 

Virgues  was  probably  the  first  to  draw  attention  to  this  relation- 
ship, while  Gallard  did  good  service  in  urging  its  importance.  Yet,  it 
is  to  Lawson  Tait  that  the  chief  credit  must  be  given  for  the  marked 
changes  in  the  views  held  by  the  profession  during  recent  years,  as  well 
as  for  the  revolution  which  has  been  affected  in  the  treatment  of  haema- 
tocele. 

There  can  be  no  doubt  that  the  most  frequent  cause  of  intraperito- 
naeal  haemorrhage  in  woman  is  the  escape  of  blood  from  a  pregnant 
tube.  There  is,  however,  some  difference  of  opinion  as  to  the  percent- 
age of  cases  in  which  this  is  the  causal  factor.  Lawson  Tait  states  that 
it  is  the  cause  in  the  great  majority  of  cases.  The  following  statistics 
are  not  quite  in  harmony  with  this  view : 

In  66  cases  of  haematocele  observerd  by  Veit  16  only  were  due  to 
ruptured  ectopic  gestation ;  in  20  cases  of  haematocele,  observed  by 

*  Inaugural  Thesis  Chicago  Gynaecological  Society,  Jan.  19,  1900. 
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Jousset,  9  only  were  due  to  ruptured  ectopic  gestation;  in  17  cases  of 
hematocele,  observed  by  Doubousquet,  5  only  were  due  to  ruptured 
ectopic  gestation ;  in  36  cases  of  hematocele,  observed  by  Voison,  9  only 
were  due  to  ruptured  ectopic  gestation ;  in  7  cases  of  haematocele,  ob- 
served by  Engelhardt,  1  case  only  was  due  to  ruptured  ectopic  gesta- 
tion. Thus,  in  146  cases  it  appears  that  only  40;  or  28  per  cent.,  were 
due  to  ruptured  ectopic  pregnancy. 

These  statistics  are,  however,  not  at  all  conclusive.  They  do  not  ex- 
actly represent  the  conditions  in  the  cases  to  which  they  refer,  the  per- 
centage of  ectopic  gestations  being  undoubtedly  too  small.  The  clinical 
determination  of  tubal  pregnancy  by  physical  examination  is  generally 
difficult  at  all  periods  of  gestation;  in  the  early  weeks  an  exact  diag- 
nosis, when  haemorrhage  has  taken  place,  is  often  impossible.  Conse- 
quently, in  the  above  list,  there  were  probably  a  considerable  number  of 
cases  in  which  the  pregnancy  was  neither  recognized  nor  suspected. 
Exact  statistics  can  only  be  ascertained  by  surgical  or  post-mortem 
examination. 

It  is  very  interesting  to  compare  the  above  list  with  statistics  recently 
published  by  Cullingworth,*  based  upon  an  experience  gained  by  ab- 
dominal section.  This  authority  reports  an  interesting  series  of  twenty 
cases,  in  which  he  performed  abdominal  section  for  hematocele. 

In  every  instance  the  escape  of  blood  was  associated  with  tubal 
pregnancy.  Until  more  numerous  statistics  are  obtained  in  this  care- 
ful manner,  it  will  be  impossible  to  speak  with  accuracy  regarding  the 
part  played  by  ectopic  gestation  in  the  formation  of  hematocele. 

As  regards  the  most  favorable  period  for  rupture,  statistics  show 
that  it  exists  during  the  second,  third,  and  fourth  month  of  gestation. 
During  the  first  month  it  is,  indeed,  rare. 

Henning  reports  95  cases,  as  follows : 

Rupture  occurred  in  the  1st  month  in  5  cases. 


Beyond  the  10th 


2d 

22 

3d  " 

18 

4th  " 

23 

5th  " 

8 

6th  " 

1 

7th  " 

1 

8th  " 

6 

9th 

1 

10th  " 

9 

IOth  " 

1 

*  Lancet,  1897. 
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In  Von  Schrenk's  141  collected  cases,  rupture  took  place 
In  the  1st  month  in  13  cases. 

2d       "         67  " 

3d     "  28  " 

4th    "  12  " 

In  Schauta's  87  cases 

In  the  1st  month  in  15  cases. 

2d     "  29  " 

3d     "  23  " 

4th     "  10 

In  Mackenrodt's  38  cases 

In  the  1st  month  in  6  cases 

2d     "  23  " 

3d     "        5  " 

4th    "        4   "  , 

It  is  important  to  consider  the  conditions  which  exist  in  this  ab- 
normal state  and  which  favor  the  occurrence  of  hemorrhage,  as  well 
as  those  which  cause  variations  in  the  extent  and  severity  of  the  blood 
loss.  From  examinations*  of  gestation-sacs  at  different  stages  of  preg- 
nancy it  is  evident  that  the  muscular  part  of  the  wall  does  not  respond 
to  the  demands  of  the  developing  ovum,  as  is  the  case  when  pregnancy 
it  is  evident  that  the  muscular  part  of  the  wall  does  not  respond  to  the 
demands  of  the  developing  ovum,  as  is  the  case  when  pregnancy  occurs 
within  the  normal  fruit-holder,  the  uterus.  In  the  latter  organ  a  pro- 
gressive hyperplasia  of  the  musculature  takes  place,  along  with  a  marked 
degree  of  hypertrophy. 

In  the  pregnant  Fallopian  tube  similar  changes  occur,  but  they  are 
chiefly  marked  during  the  first  two  or  three  months.  After  this  period 
they  may  be  found,  though  not  in  any  marked  degree,  considerable 
variations  being  found  in  different  instances.  After  the  early  weeks 
of  gestation,  the  muscle  bundles  tend  to  become  broken  up,  the  com- 
ponent parts  being  gradually  displaced  in  various  directions.  In  the 
late  months  of  pregnancy  one  may  examine  considerable  portions  of 
the  wall  of  the  gestation-sac  without  finding  any  muscle  whatever,  ow- 
ing to  the  great  separation  of  the  fibers  which  has  taken  place.  Gen- 
erally, also,  as  gestation  advances  atrophy  of  the  fibers  takes  place  in 
many  parts.  After  the  early  weeks,  the  most  important  structure  in 
the  wall  is  connective  tissue.  The  thickness  of  the  wall  varies  in  differ- 
ent parts.   Marked  thickening  is  usually  due  either  to  inflammatory  de- 


Vide  my  "  Ectopic  Pregnancy ;"  1895.    Pentland;  Edinburgh. 
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posit  on  the  outer  surface  or  to  haemorrhage  in  the  substance  of  the 
wall.  Extreme  thinness  at  any  point  is  probably  due  to  a  variety  of 
factors :  c.  g.,  early  separation  of  muscular  bundles,  stretching  of  an 
originally  thin  portion  under  the  pressure  of  the  growing  ovum,  sudden 
hemorrhage  taking  place  within  the  wall.  According  to  some  ob- 
servers, it  is  stated  that  the  wall  is  thickened  opposite  the  area  of  the 
placental  attachment.  I  cannot  corroborate  this  opinion.  It  may  ap- 
pear to  be  thickened  in  section,  but  this  is  simply  due  to  the  number  of 
large  blood-vessels  in  the  wall  at  this  part  or  to  haemorrhages  in  it. 

With  the  gestation-sac  in  such  a  condition  it  is  not  difficult  to  under- 
stand why  it  may  rupture  under  varying  stages :  c.  g.,  sudden  increase 
in  blood-pressure  in  the  pelvic  vessels,  sudden  alterations  in  intra-ab- 
dominal pressure,  such  as  are  produced  by  blows,  falls,  strains,  etc., 
distension  of  the  tube  from  haemorrhage  within  it.  The  nature  and 
extent  of  the  rupture  vary  greatly  in  different  cases.  It  may  be  of 
considerable  size  or  extremely  small,  and  may  be  rounded,  linear  or 
irregular  in  appearance.  It  may  be  found  in  the  placental  or  non- 
placenta!  part  of  the  wall  or  involving  both.  When  the  former  is  in- 
volved, the  bleeding  is  generally  most  severe  and  dangerous.  The 
whole  ovum,  or  part  of  it  only,  may  pass  through  the  rent  into  the 
peritonaeal  cavity.  According  to  Orthmann,  complete  passage  occurs 
in  the  majority  of  instances.  Sometimes  the  opening  may  be  plugged 
tightly  or  loosely  by  the  foetus  or  placenta,  so  that  the  haemorrhage  is 
wholly  or  partly  checked.  With  such  a  number  of  conditions,  it  is 
easy  to  understand  why  so  many  different  clinical  pictures  are  presented 
in  cases  of  haematocele. 

In  a  large  number  of  cases  the  out-pouring  of  blood  is  so  sudden  or 
so  extensive  that  the  woman's  life  is  greatly  endangered.  Thus,  Parry 
found  that,  out  of  113  cases,  39  died  within  ten  hours,  81  within  twen- 
ty-four hours,  and  98  forty-eight  hours.  In  some  cases,  only  a  small 
haemorrhage  occurs  at  the  time  of  rupture,  followed  at  other  periods 
by  successive  fresh  losses.  The  intervals  of  cessation  are  due  to  vari- 
ous causes ;  e.  g.,  contraction  and  retraction  of  the  torn  vessel  or  of 
the  part  of  the  wall  surrounding  the  rupture,  or  plugging  of  the  open- 
ing by  foetus,  placenta  or  membranes.  It  is  important  to  note  that  a 
succession  of  small  losses  may  prove  very  serious  to  the  woman. 

Sometimes  a  considerable  accumulation  of  blood  takes  place  within 
the  tube  before  the  wall  is  completely  ruptured  into  the  peritonaeal 
cavity.  This  accumulation  may  be  found  in  the  cavity,  between  the 
wall  and  placenta  or  membranes,  in  the  lumen  of  the  tube  external 
to  the  ovum,  or  in  the  substance  of  the  wall  itself. 
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In  other  cases,  after  rupture,  the  blood  may  escape  into  the  peritonaeal 
cavity  very  slowly,  or  only  in  limited  quantities,  owing  to  the  obstruction 
to  its  movement  resulting  from  inflammatory  deposits  on  the  gestation- 
sac  or  from  adhesions  to  neighboring  viscera.  Sanger*  has  drawn 
special  attention  to  the  limitation  and  localization  of  intra-peritonaeal 
blood  effusions  as  a  result  of  a  previous  formation  of  peritonitic  adhe- 
sions. 

The  period  of  pregnancy  is,  also,  probably  an  important  factor  in  de- 
termining the  blood  loss.  In  the  early  weeks  there  is  more  probability, 
in  the  majority  of  cases,  of  a  quick  arrest  of  haemorrhage  than  at  a  more 
advanced  period  and,  consequently,  of  less  immediate  risk  to  the 
mother;  this  is  due  to  the  fact  that  the  vessels  in  the  wall  of  the  gesta- 
tion-sac are  not  greatly  enlarged  and  that  the  musculature  is  not  too 
much  altered  to  contract  on  the  torn  vessels  so  as  to  check  the  bleeding. 
Yet  it  must  be  remembered  that,  sometimes,  rupture,  in  very  early  cases 
of  tubal  gestation,  may  lead  to  a  rapidly  fatal  issue.  This  is  much  more 
liable  to  occur  after  the  placenta  is  well  formed,  owing  to  the  great  de- 
velopment of  blood-vessels  in  that  part  of  the  sac-wall  to  which  the 
placenta  is  attached. 

In  the  early  months,  also,  the  mass  which  escapes  into  the  peritonaeal 
cavity  is  more  likely  to  be  absorbed  quickly  than  in  advanced  preg- 
nancy, because  in  early  cases  the  absorptive  power  of  the  peritonaeum 
is  less  apt  to  be  interfered  with  by  inflammatory  changes  than  where 
gestation  has  lasted  for  some  time.  Moreover,  the  early  ovum  may  be 
easily  absorbed  by  the  peritonaeum,  whereas,  when  the  placenta  is  well 
formed,  and  the  foetus  of  some  size,  absorption  is  more  difficult.  In  the 
latter  case  it  may  be  partly  absorbed,  or  may,  with  or  without  partial 
absorption,  become  encapsulated  by  peritonitis.  This  may  sometimes 
lead  to  a  fatal  issue ;  suppuration  may  occur  or  the  foetus  may  become 
shrivelled  or  changed  into  a  mass  of  adipocere  or  into  a  lithopaedion. 

There  seems,  indeed,  little  doubt  that  the  risks  to  the  mother  from 
rupture  during  the  first  weeks  of  pregnancy,  are  less  than  in  the  succeed- 
ing months. 

Another  factor  of  importance  is  the  condition  of  the  fimbriated  end 
of  the  Fallopian  tube.  In  early  tubal  gestation  this  is  patent  in  a  far 
greater  percentage  of  cases  than  in  more  advanced  cases.  In  a  small 
number  of  early  cases  it  may  be  closed  by  perisalpingitis  or  by  ad- 
hesion to  neighboring  structures,  but  this  is  more  usually  found  after 
pregnancy  has  advanced.  The  size  of  the  opening  varies;  it  may  be 
naturally  large  or  small,  but  it  is  also  effected  by  the  situation  of  the 
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gestation.  The  nearer  the  ovum  to  the  outer  end  of  the  tube  the  more 
it  is  apt  to  be  dilated.  When  inflammatory  changes  occur  in  the  perito- 
neal covering,  the  tube  may  be  completely  or  only  partially  closed.  In 
view  of  these  various  conditions,  it  is  evident  that,  in  considering  the 
fimbriated  end  of  the  tube  as  a  way  by  which  intratubal  blood  may 
escape  into  the  peritoneal  cavity,  the  possibility  of  several  variations 
in  the  amount  and  rapidity  of  the  blood-stream  must  be  admitted. 

The  origin  of  hematocele,  in  an  escape  of  blood  through  the  outer 
end  of  the  tube,  is  more  frequent  than  is  supposed.  In  Cullingworth's 
20  cases,  it  is  very  interesting  to  note,  the  haemorrhage  occurred  in  this 
manner;  in  the  greater  number  the  outpouring  had  taken  place  slowly, 
the  blood  becoming  clotted  and  encapsuled  so  as  to  form  a  localized 
mass.  According  to  this  author,  it  is  very  rare  that  the  blood  escapes 
so  rapidly  as  to  become  widely  diffused  throughout  the  peritoneal 
cavity.  He  believes,  and  I  am  in  agreement  with  him,  that  the  majority 
of  the  favorable  cases  of  hematocele  are  those  in  which  the  escape  of 
blood  takes  place  through  the  open  end  of  the  tube  in  very  early  tubal 
pregnancy. 

That  this  form  of  hemorrhage  should  be  frequent  is  not  surpris- 
ing, when  we  consider  the  relationship  of  the  early  ovum  in  tubal  ges- 
tation. In  my  study  of  the  developmental  changes  in  this  condition,  I 
have  pointed  out  the  circumstances  especially  favorable  to  the  occur- 
rence of  intratubal  hemorrhage.  These  are  as  follows :  The  decidua 
reflexa  is  usually  extremely  thin  and  may  not  be  completely  formed. 
It  is  prone  to  undergo  very  early  degenerative  changes  of  the  nature 
of  coagulation  necrosis.  The  vessels  tend  to  rupture  easily;  indeed,  I 
have  never  examined  a  specimen  in  which  blood  was  not  effused  in 
its  substance.  Very  important,  however,  is  the  relation  of  the  reflexa  to 
the  placenta.  In  normal  uterine  pregnancy,  in  the  great  majority  of 
cases,  the  chorion  leve,  attached  to  the  reflexa,  gradually  degenerates 
and  disappears,  the  chorion  frondosum  only,  which  is  attached  to  the 
decidua  serotina  developing  to  form  the  permanent  placenta.  It  is 
rare  that  the  chorion  leve  develops  in  a  portion  of  its  extent,  forming 
the  so-called  reflexal  placenta,  continuous  with  the  serotinal  placenta. 
In  tubal  gestation  it  is,  on  the  other  hand,  very  common  to  find  the 
permanent  placenta  developing  partly  on  the  reflexa.  (The  reason  of 
this  is  evident  when  one  bears  in  mind  the  very  small  area  of  the  tube 
wall  which  can  give  rise  to  a  serotina  as  compared  with  the  condition 
existing  in  uterine  pregnancy.) 

The  development  of  large  vessels,  to  supply  the  intervillous  circula- 
tion, in  a  reflexa  which  is  very  thin  and  degenerated,  is  probably,  there- 
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fore,  an  important  cause  of  the  very  frequent  haemorrhages  which 
occur  within  the  Fallopian  tube  in  early  pregnancy.  The  reflexa  may 
rupture  so  that  blood  may  escape  either  on  its  inner  surface  coming 
into  relationship  with  fcetal  structures,  or  on  its  outer  surface,  forming 
a  mass  in  the  tube  lumen. 

The  blood  which  passes  through  the  fimbriated  extremity  may  be 
accompanied  with  part  or  whole  of  the  fresh  gestation  products — a 
condition  known  as  "tubal  abortion."  In  some  cases  the  blood  alone 
escapes.  Abortion  is  most  likely  to  occur  during  the  first  two  months 
of  gestation  while  the  outer  end  of  the  tube  is  patent.  It  can  also  take 
place  if  the  end  be  closed  with  recently  formed  weak  adhesions. 

In  32  cases  reported  by  Mackenrodt,  abortion  occurred  during  the 
first  month  in  8  cases,  during  the  second  month  in  19  cases,  during  the 
third  month  in  4  cases,  and  during  the  fourth  month  in  1  case. 

In  29  cases  reported  by  Orthmann,  it  occurred :  The  first  month 
in  13  cases,  the  second  month  in  10  cases,  the  third  month  in  4  cases, 
and  the  fourth  month  in  2  cases.. 

In  most  cases,  according  to  Orthmann,  the  ovum  is  completely 
expelled.  This  is  most  apt  to  occur  when  gestation  is  in  the  outer 
part  of  the  tube,  though  it  is  possible  for  the  ovum  to  be  moved  some 
distance  by  the  contractions  of  the  muscular  part  of  the  tube  wall,  the 
contents  passing  in  the  direction  of  least  resistance. 

Lawson  Tait  objects  to  the  use  of  the  term  "tubal  abortion"  on  the 
ground  that  practitioners  may  be  led  to  consider  the  condition  as  of  no 
greater  seriousness  than  an  ordinary  "uterine  abortion."  Such  a 
mistake  on  the  part  of  a  physician  could  only  be  due  to  abject  ignorance. 
Tubal  abortion  leads  to  various  results  as  far  as  the  woman  is  con- 
cerned, one  of  the  most  important  being  the  fatal  issue  which  occurs 
in  some  cases.  A  large  amount  of  blood  may  be  quickly  poured  into 
the  peritonaeal  cavity,  endangering  her  life,  and  death  may  be  imme- 
diate, or  delayed  only  for  a  few  hours.  In  other  cases  a  large  haema- 
tocele  may  be  formed,  the  woman  remaining  in  a  critical  condition 
for  some  days,  and  then  undergoing  a  long  period  of  recovery.  Some- 
times, only  a  localized  mass  may  form. 

As  regards  the  ovum,  various  changes  take  place;  if  gestation  be 
early,  it  may  easily  be  absorbed  when  escape  takes  place  into  the  peri- 
tonaeal cavity.  After  the  early  months,  when  the  placenta  is  a  well- 
formed  structure,  partial  or  total  escape  of  it  into  the  peritonaeal  cavity 
with  or  without  the  foetus,  is  probably  always  fatal  from  the  amount 
of  blood  poured  out,  unless  immediate  operation  be  carried  out.  In 
some  cases,  as  Orthmann  has  pointed  out.  very  little  blood  may  be 
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fcund  with  the  ovum  after  it  has  passed  into  the  peritoneal  cavity, 
though  blood-clot  may  be  found  in  the  tube  itself.  Such  a  combina- 
tion, according  to  this  author,  is  never  found  when  the  escape  of  the 
ovum  takes  place  through  a  rupture  in  the  tube-wall ;  in  such  a  case, 
blood  is  always  found  in  a  peritonseal  cavity.  While  Orthmann's  obser- 
vations are  quite  correct,  it  is  probable  that,  in  the  majority  of  cases 
in  which  no  blood  was  noticed  by  him  in  the  peritonseal  cavity  along 
with  the  ovum,  there  had  been  some  escape  of  blood  followed  by  rapid 
absorption  through  the  peritonaeum. 

In  certain  cases  the  ovum  does  not  pass  into  the  peritonaeal  cavity 
as  a  fresh  abortion,  but  as  an  altered  mass  known  as  a  "mole,"  formed 
by  extravasations  of  blood  into  the  membranes  and  placenta,  the  foetus 
being  killed  and  more  or  less  destroyed.  The  older  the  mole  the  less 
likely  is  its  passage  through  the  end  of  the  tube  to  be  accompanied  with 
marked  loss  of  blood. 

In  comparing  the  effects  of  escape  of  the  ovum  through  the  fimbri- 
ated end  with  those  following  its  passage  through  the  ruptured  wall 
it  is  found  that,  in  the  latter  condition,  the  mother  runs  greater  risks, 
for  there  is  more  likelihood  of  free  intraperitonaeal  haemorrhage  taking 
place.  In  nineteen  cases  reported  by  Callingworth  in  which  escape  oc- 
curred through  the  end  of  the  tube  a  free  effusion  of  blood  took  place 
only  in  one  instance;  in  the  great  majority  of  cases  a  localized  pelvic 
hsematocele  was  formed.  In  nine  cases,  in  which  rupture  of  the  tube- 
wall  occurred,  free  intraperitonaeal  haemorrhage  took  place  in  seven. 
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MALFORMATION  OF  THE  UTERUS. 
By  Frank  T.  Andrews,  M.D.,  Chicago. 

As  briefly  as  may  be,  I  wish  to  present  two  cases  of  abnormal  female 
genitalia.  The  first,  a  girl  of  twelve  years,  brought  to  me  in  Novem- 
ber, 1899,  by  Dr.  McKay  of  this  city. 

Dr.  McKay  stated  that  the  girl  had  all  the  symptoms  of  menstrua- 
tion at  normal  intervals  six  or  seven  times,  but  without  menstrual 
discharge.  At  each  period  the  pain  was  intense.  He  had  examined 
and  discovered  entire  absence  of  the  vagina  with  much  enlarged  uterus 
and  tubes.    My  examination  verified  his  statement  in  every  particular. 

The  vulva  was  normal ;  the  hymen  perfect.  The  uterus  was  large 
and  the  tubes  much  distended.  Knowing  the  difficulties  of  maintain- 
ing an  artificial  vagina  of  proper  caliber  and  length,  and  believing 
that  the  tubes  were  functionally  destroyed  by  occlusion,  I  advised  hys- 
terectomy, but  could  not  get  consent  of  the  friends.  I  therefore  pro- 
ceeded to  make  a  vagina. 

Splitting  the  recto-vesical  septum  from  the  hymen  upward  I  dis- 
covered the  cervix  imbedded  in  and  continuous  with  the  connective 
tissue.  As  the  external  os  was  absent,  I  made  an  opening  into  the 
cervical  canal.  About  a  teaspoonful  of  brown-colored  mucus  was  dis- 
charged from  the  cavity. 

Further  exploration  showed  absence  of  the  internal  os.  On  ac- 
count of  the  difficulty  of  cutting  with  precision  at  this  level,  I  deter- 
mined to  examine  further.  I  therefore  made  an  opening  into  the 
cul-de-sac  of  Douglas  and  examined  the  pelvic  contents.  I  found  the 
uterus  much  enlarged  and  both  tubes  occluded  at  their  fimbriated  ex- 
tremities and  greatly  distended. 

I  reported  the  result  of  this  exploration  to  the  friends  of  the  pa- 
tient and  secured  their  consent  to  the  extirpation  of  the  organs. 
Through  an  abdominal  incision,  I  removed  the  specimen  which  I  pre- 
sent for  your  consideration.  During  the  removal,  the  right  tube  rup- 
tured. The  abdominal  wound  was  closed,  and  a  gauze  drain  placed 
in  the  artificial  vagina.  The  patient  promptly  recovered.  I  wish  to 
thank  Dr.  H.  T.  Byford  for  his  aid  and  advice  during  this  operation. 
The  specimen  as  you  see  it  almost  speaks  for  itself. 

The  incision  into  the  cavities  of  the  body  and  the  cervix  is,  of 
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course,  post-operative.  You  will  note  the  artificial  opening  where  the 
oternal  os  should  be;  also  note  the  absence  of  the  inner  os.  Observe 
also  that  the  uterus  is  subseptate — almost  bicornate.  The  size  of  the 
uterus  and  the  distension  of  the  tubes  are  evident. 

A  point  of  interest  in  the  case  was  the  discharge  of  brown-stained 
mucus  upon  opening  the  cervical  canal,  showing  that  even  the  mucous 
membrane  of  the  cervical  canal  contributed  slightly  to  the  menstrual 
flow. 

Next,  permit  me  to  report  a  case  having: 
(a)  Bicornate  uterus, 
(&)  Double  vagina, 

(c)  Double  vulva, 

(d)  Imperforate  anus, 

(e)  Recto-vaginal  fistula. 

This  patient  was  born  29  years  ago.  When  she  was  four  weeks 
old,  Dr.  Reddy  of  Montreal  made  an  artificial  anus.  When  she  was 
eight  months  old,  the  anus  having  contracted,  Dr.  Brewer  of  St.  Louis 
operated.  After  both  of  these  operations  the  faecal  discharges  continued 
per  vaginam.  About  ten  years  ago,  the  patient  having  removed  to 
Chicago,  was  under  the  care  of  Professor  Henry  P.  Merriman.  Pro- 
fessor Merriman  finding  the  anus  again  contracted,  called  upon  Pro- 
fessor Edmund  Andrews  to  operate.  The  result  of  this  operation  was  a 
functionally  perfect  anus.  Some  months  later  Professor  Merriman 
called  upon  me  to  effect  a  closure  of  the  recto-vaginal  fistula.  The 
operation  was  successful  and  the  normal  function  fully  restored. 

At  this  operation  I  discovered  a  small  opening  to  the  right  of  the 
vaginal  orifice.  Inserting  a  probe  and  afterward  enlarging  the  open- 
ing, I  found  a  second  vagina  as  large  as  the  other.  The  vulva  was 
double  to  the  extent  shown  in  the  diagram  (Fig.  2).  You  may  see 
that  the  labia  majora  are  rather  broad.  There  were  two  cl-itorides 
with  two  pair  of  labia  minora;  the  left  labium  of  the  right  pair  being 
incomplete.  There  were  two  vaginal  orifices,  the  left  one  large,  the 
right  minute.  There  were  apparently  two  meati  urinarii;  that  belong- 
ing to  the  right  vulva  was  only  a  dimple.  That  belonging  to  the  left 
vulva  was  the  true  orifice  of  the  urethra.  The  vaginal  septum  ex- 
tended up  to  the  single  cervix,  which  opened  into  the  left  vagina.  This 
septum  I  divided  with  scissors  from  vulva  to  cervix. 

In  the  spring  of  1899,  eight  years  having  elapsed,  I  was  informed 
by  Professor  Merriman  that  our  patient  was  still  in  perfect  health ; 
that  she  had  married  and  was  about  to  be  confined  and  that  he  felt 
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confident  that  she  would  suffer  a  complete  laceration  of  the  recto- 
vaginal septum  (there  being  no  perineal  body). 

As  I  was  familiar  with  the  conditions,  he  wished  me  to  attend  her 
during  his  absence.  During  the  first  stage  of  labor,  I  called  Dr.  C.  E. 
Paddock  as  consultant  in  the  case.  After  hearing  the  history  he  made 
a  careful  examination  and  pointed  out  that  the  uterus  was  subseptate 
and  perhaps  bicornate  (Fig.  3)  and  that  the  pregnancy  was  in  the 
right  side.  The  septum  could  be  felt  in  advance  of  the  child's  head. 
(Fig.  4).  Subsequent  events  proved  this  to  be  correct.  After  a  tedious 
labor  a  perfectly  formed  child  was  born.  The  child  was  dead.  There 
was  no  pulsation  in  the  cord.  Immediately  after  the  delivery  the 
mother  became  faint.  Her  pulse  became  extremely  rapid,  in  a  few 
moments  it  reached  180  beats  to  the  minute,  became  uncountable  and 
then  imperceptible  at  the  wrist.  Elevation  of  the  feet,  stimulants,  and 
saline  injections  restored  her  to  consciousness  and  reestablished  the 
heart's  function.  In  a  few  minutes  the  attack  was  repeated.  During 
the  next  twelve  hours  ten  such  attacks  occurred,  of  gradually  dimin- 
ishing severity  and  at  increasing  intervals.  The  pulse,  between  the 
attacks,  was  nearly  normal. 

The  placenta  being  retained,  Dr.  Paddock  removed  it  by  introducing 
the  hand  into  the  uterus.  He  found  the  uterus  to  be  bicornate.  About 
three-quarters  of  the  placenta  was  in  the  right  horn,  the  remainder 
projected  into  the  cavity  of  the  body  of  the  uterus  and  of  the  cervix. 
(Fig.  5.)  The  cord  was  attached  to  the  upper  part  of  the  placenta. 
The  placenta  was  molded  to  the  form  of  the  cavity  in  which  it  lay. 
The  lower  quarter  was  marked  off  from  the  upper  segment  by  a  dis- 
tinct groove,  showing  how  the  uterus  in  its  contraction  had  retained 
the  placenta  and  compressed  the  cord  at  the  point  where  the  cord 
passed  out  of  the  right  cornu.  As  was  predicted  the  recto-vaginal  sep- 
tum was  torn  completely  through.  The  patient's  condition  made  it 
unadvisable  to  perform  an  immediate  perineorrhaphy.  Two  months 
later  the  parts  were  repaired.  The  result  was  good.  The  function  of 
the  anus  is  well  performed. 
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If  reprints  are  desired  they  will  be  furnished  to  the  author  at  cost  ''rice. 
If  extra  copies  of  the  JOURNAL  are  desired  same  will  be  furnished  at  3$ 
cents  each. 


EDITORIAL. 

STATE  CARE  OF  INDIGENT  DEFORMED  AND  CRIPPLED 

CHILDREN. 

In  view  of  the  bill  introduced  in  the  Assembly  of  this  State  on  Feb- 
ruary 8th,  providing  for  the  establishment  in  or  near  New  York  City 
of  a  State  hospital  for  the  care  of  crippled  and  deformed  children,  it 
may  be  of  interest  to  note  the  experience  of  Minnesota  with  State  care 
of  such  children,  as  shown  by  Dr.  Arthur  Gillette's  report  in  the  St. 
Paul  Medical  Journal.  In  the  winter  of  1897  the  Minneapolis  Legis- 
lature made  a  yearly  appropriation  of  $5000  for  two  years  for  the  relief 
of  the  crippled  indigent  children  of  the  State ;  up  to  this  time  no  such 
law,  much  less  a  State  hospital,  existed  in  this  country  nor,  probably,  in 
the  world;  but  it  was  understood  that  if  the  experiment  should  prove 
a  success  the  law  would  become  permanent  in  Minnesota.  It  was  only 
after  considerable  trouble  that  a  promise  to  introduce  the  bill  was  ob- 
tained, when  the  matter,  for  the  sake  of  proper  patronage,  was  en- 
trusted to  the  Board  of  Regents  of  the  University  of  Minnesota.  After 
the  passage  of  the  bill  a  committee  from  the  Board  entered  into  a  con- 
tract with  the  City  and  County  Hospital  of  St.  Paul  to  set  aside  one 
of  its  wards  for  the  use  of  children  provided  for  by  this  law  and  to 
furnish  everything  included  in  the  ordinary  care  of  patients,  except 
physicians'  attendance  and  mechanical  appliances,  at  so  much  per  capita. 
The  rules  for  admission  were  that  the  children  must  be  amenable  to 
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treatment,  must  be  under  sixteen  years  old  and  must  have  resided  more 
than  one  year  within  the  State;  that  the  parents,  guardian  or  some 
responsible  friend  must  give  an  affidavit  as  to  the  family's  financial  con- 
dition ;  and  that  there  must  be  a  statement  from  the  family  physician 
regarding  the  history,  present  condition  and  previous  treatment  of  the 
case,  including  his  opinion  as  to  the  inability  of  the  family  to  pay  for  the 
treatment. 

It  seems  to  us  that  this  new  departure  in  Minnesota  was  a  commend- 
able one  and  admirably  instituted  and  that  from  it  we  may  gain  valuable 
suggestions  for  the  similar  measure  proposed  in  New  York.  In  spite 
of  the  present  abuse  of  the  hospital  system  here  apparently  is  an  op- 
portunity for  real  charity,  provided  that  proper  limitations  be  set  and 
observed.  That  the  application  must  be  accompanied  by  a  certificate 
from  the  family  physician  serves  not  only  to  furnish  an  explanation  of 
the  nature  of  the  disease  and,  in  unsuitable  cases,  saves  the  trouble 
and  expense  of  possibly  a  long  journey  to  the  hospital  but  disposes 
also  of  any  tendency,  intentional  or  otherwise,  to  interfere  with  a  physi- 
cian's relations  with  a  case  that  he  is  able  and  desirous  or  willing  to 
take  care  of.  We  heartily  commend,  in  these  latter  days,  this  much 
needed  consideration  of  the  physician.  For  poor  people,  however,  there 
is  a  great  need  of  such  a  hospital,  with  its  enormous  opportunity  for 
the  doing  of  good  or,  if  other  arguments  fail,  for  economic  saving;  for 
many  of  these  cases  if  neglected  must  eventually  come  under  the  care  of 
the  State  for  life  in  some  other  institution.  Granting  that  the 
parents  of  some  of  these  children  are  able  to  pay  for  medical  attend- 
ance in  ordinary  cases,  they  could  hardly  buy  the  mechanical  supports 
needed  in  these  instances  nor  could  they  provide  themselves  or  pay  for 
the  intelligent  care  and  nursing  required  during  the  months  and  years 
■of  necessary  treatment.  Even  should  the  State  agree  to  pay  for  the 
■mechanical  appliances  in  selected  cases — a  very  expensive  plan — still 
the  apparatus  must  be  ordered  generally  from  a  distance  and  with  con- 
siderable delay,  at  the  expiration  of  which  the  apparatus  may  no  longer 
fit  perfectly ;  and  should  it  do  so  it  must  be  modified  from  time  to  time, 
again  involving  expense  and  most  harmful  delay.  Another  important 
consideration  is  the  education  of  these  children:  if  cared  for  at  home 
or  even  if  the  attempt  be  made  to  carry  out  treatment  in  an  ordi- 
nary hospital,  they  must  go  untaught  during  their  entire  confinement. 
But  if  many  children  be  treated  for  a  considerable  length  of  time  in  one 
place,  teachers  may  be  employed  and  the  children's  education  progress 
with  their  cure.  In  Minnesota  the  appropriation  was  too  small  to  permit 
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the  hiring  of  teachers  but  a  young  woman  with  a  corps  of  assistants 
voluntarily  undertook  kindergarten  instruction. 

After  a  time  the  hospital  set  aside  a  building  instead  of  a  ward  for 
these  children,  which  building  is  to-day  so  insufficient  that  some  of  the 
cases  have  to  be  placed  in  other  wards.  Between  October  i,  1897,  and 
October  1,  1899,  eighty  cases  have  been  examined;  of  this  number 
twenty-one  were  at  once  pronounced  incurable  and  treatment  was  re- 
fused ;  five  were  taken  care  of  as  out-door  patients  and  fifty-four  were 
treated  in  the  hospital ;  of  the  total  of  fifty-nine  thus  receiving  treatment 
twenty-five  have  been  discharged  improved,  relieved  or  cured,  while  the 
remainder  will  probably  be  cured.  Detailed  reports  of  several  of  the 
cases  of  extreme  deformity  are  given  in  which  remarkably  favorable 
results  have  been  gained.  So  good  in  fact  has  been  the  general  out- 
come that  after  a  visit  to  the  hospital  the  members  of  the  Legislature 
of  1899  unhesitatingly  set  aside  $16,000  for  the  continuation  of  the  work 
until  the  next  session.  So  marked  an  effect  upon  a  State  Legislature 
speaks  for  itself  of  the  value  of  the  work  accomplished. 


INDEX  MEDICUS  REDIVIVUS. 

We  wish  to  extend  a  hearty  welcome  to  the  first  (January)  number 
of  the  Bibliographia  Medica,  which  aims  to  take  the  place  of  the  much 
regretted  Index  Medicus.  This  new  publication  comes  from  Paris;  it 
is  under  the  direction  of  Charles  Potain  and  Charles  Richet  and  is  edited 
by  Marcel  Baudouin.  It  is  to  be  published  monthly  under  the  date  of 
the  preceding  month  and  is  to  be  a  complete  index  to  the  medical  books 
and  periodicals  of  that  month ;  it  has  in  general  adopted  the  same  classi- 
fication and  typographical  arrangement  as  the  older  publication  and, 
with  such  slight  improvements  as  may  suggest  themselves,  will  follow 
the  lines  laid  down  therein. 

The  Index  Medicus  was  not  a  financial  success  and,  while  its  intent 
was  to  be  of  value  to  the  profession  only,  it  naturally  could  not  con- 
tinue publication,  however  unselfish  its  motives,  at  considerable  financial 
loss  In  view  of  these  facts,  it  is  the  more  creditable  that  others 
have  been  found  willing,  for  the  general  good,  to  undertake  the  ex- 
periment anew.  The  price  of  the  Index  Medicus  was,  and  was  thought 
to  be  of  necessity,  such  as  to  deter  most  physicians  from  adding  it  to 
their  libraries,  in  view  of  the  probable  use  they  would  find  for  it.  The 
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Bibliographia  Medica  is  issued  at  a  much  smaller  price,  with  the 
idea,  we  must  assume,  that  it  will  have  a  wider  circulation.  Such  it 
certainly  deserves,  not  only  in  order  to  render  its  continuance  possible, 
but  also  because  we  believe  that,  once  the  physician  who  wishes  to  keep 
himself  informed  upon  current  literature  comes  to  depend  upon  such 
a  guide,  he  will  find  that  it  would  repay  an  even  greater  expenditure. 
We  hope  that  physicians  will  give  thought  to  the  matter  and  by  their 
private  subscriptions  encourage  this  publication,  which,  whatever  their 
own  use  for  it,  is  a  necessity  to  the  general  profession.  For,  with 
the  best  motives  in  the  world,  it  cannot  in  the  nature  of  things  continue 
indefinitely  at  financial  loss. 


CORRESPONDENCE. 

A  Correction. 

San  Francisco,  March  24,  1900. 
Editor  of  the  American  Gynecological  and  Obstetrical  Journal: 

Sir  :  I  take  the  liberty  of  calling  your  attention  to  a  few  typo- 
graphical errors  in  the  printing  of  my  letter  dated  February  7,  1900, 
which  appeared  in  the  March  number  of  your  Journal.  First,  the  foot- 
note referring  to  Dr.  Hadra's  paper  must  read  1889  and  not  *%99- 
Someone  might  wish  to  look  up  the  article  and  it  is  of  some  importance 
to  be  correct  in  such  a  matter.  Also,  my  name  is  Henry  J.  instead  of 
Henry  F. 

H.  J.  Kreutzmann. 
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REVIEWS. 

The  American  Year  Book  of  Medicine  and  Surgery.    A  yearly  digest 
of  scientific  progress  and  authoritative  opinion  in  all  hranches  of 
medicine  and  surgery,   drawn  from  journals,  monographs  and 
text-books  of  leading  American  and  foreign  authors  and  inves- 
tigators, collected  and  arranged,  with  critical  editorial  comments, 
by  J.  M.  Baldy,  M.D.,  C.  H.  Burnett,  M.D.,  J.  C.  Da  Costa, 
M.D.,  W.  A.  Newman  Dorland,  M.D.,  V.  P.  Gibney,  M.D., 
C.  A.  Hamann,  M.D.,  H.  T.  Hansell,  M.D.,  B.  C.  Hunt,  M.D., 
E.  F.  Ingals,  M.D.,  W.  W.  Keen,  M.D.,  H.  G.  Ohls,  M.D., 
Wendell  Rehr,  M.D.,  J.  H.  Waterman,  M.D.    Edited  by  G.  M. 
Gould,  M.D.   W.  B.  Saunders,  Publisher,  Philadelphia. 
Without  a  resume  of  the  happenings  of  the  medical  world  how 
can  a  practitioner  who  earns  a  living  by  the  practice  of  his  profession 
keep  abreast  of  the  times?   To  wade  through  the  flood  of  the  medical 
literature  of  to-day  would  leave  little  time  for  anything  else.  Therefore, 
a  digest  is  a  necessity.    The  volume  before  us  is  the  best  that  has 
appeared. 

The  enviable  reputation  of  the  editor  and  the  well-known  ability  of 
his  collaborators  renders  commendation  from  us  unnecessary.  Suffice 
it  to  say  that  the  high  standard  established  by  the  previous  volumes  has 
been  more  than  sustained  by  the  present  work.  A  few  changes  have 
been  made  in  the  editorial  staff,  and  for  the  convenience  of  the  readers 
the  work  has  been  divided  into  two  volumes.  The  plates  and  cuts 
are  excellent  and  the  typographical  work,  as  may  be  said  of  all  the 
publications  of  this  house,  leave  nothing  to  be  desired.  H. 

Imperative  Surgery.  For  the  General  Practitioner,  the  Specialist  and 
the  Recent  Graduate.  By  Howard  Lilienthal,  M.D.,  Attending 
Surgeon  to  Mount  Sinai  Hospital,  N.  Y.  Published  by  the  Mac- 
millan  Company,  New  York. 

This  book  has  been  particularly  prepared,  the  author  says,  for 
"the  practitioner  of  general  medicine  who  rarely  takes  up  the  scalpel, 
the  specialist  whose  path  seldom  leads  him  to  the  operating-room,  and 
the  recent  graduate  who,  though  versed  in  the  lore  of  medical  books 
and  lectures,  has  seen  little  surgery  at  close  range.  It  deals  only  with 
diagnosis  and  treatment  of  conditions  which  demand  immediate  operat- 
ive measures,  and  it  presupposes  the  absence  of  a  surgeon  and  the 
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impossibility  or  inexpediency  of  removing  the  patient,  or  of  waiting 
for  expert  assistance." 

Since  the  introduction  of  antisepsis  a  score  of  years  ago,  surgery 
has  been  rapidly  passing  from  the  hands  of  the  general  practitioner 
into  those  or  the  trained  surgeon,  and  with  the  constantly  increasing 
number  and  efficiency  of  hospitals  throughout  the  country  the  lines 
between  medical  and  surgical  work  have  become  much  more  sharply 
defined.  This  is  particularly  so  in  the  larger  cities,  where  almost 
the  entire  surgical  work  is  done  either  in  the  hospitals,  or  in  private 
houses,  by  specially  trained  surgeons — and  so  in  the  interests  both  of 
the  profession  and  the  laity  it  is  to  be  hoped  that  few  such  emergencies 
as  the  author  suggests  will  arise.  Poets  are  said  to  be  "born,"  and  we 
formerly  heard  frequently  of  "bom  surgeons,"  but  the  surgeon  of  to- 
day is  trained. 

However,  while  not  agreeing  with  the  author  in  the  dedication  of 
his  work,  after  a  careful  perusal  of  its  contents  we  feel  that  it  has  a 
wider  field  of  usefulness  than  he  has  indicated.  It  does  not  attempt 
to  cover  the  entire  field  of  surgery,  but  only  takes  up  the  commoner 
casualties  that  one  is  bound  to  meet  in  general  practice. 

The  first  six  chapters  are  devoted  to  instruments,  and  their  prepa- 
ration for  operation  in  private  houses;  wounds  and  their  treatment, 
healing  of  wounds  and  special  forms  of  infection.  Then  follow  chap- 
ters on  regional  surgery,  the  head,  extremities,  thorax,  abdomen,  eye 
and  orbital  region,  ear  and  mastoid,  with  special  chapters  on  intes- 
tinal obstruction,  acute  appendicitis,  strangulated  hernia,  acute  diffuse 
peritonitis,  etc.  The  chapter  on  the  abdomen  is  very  valuable,  the 
illustrations  being  particularly  clear  and  helpful.  The  chapter  on  ap- 
pendicitis is  also  very  good,  being  a  careful  and  minute  description  of 
the  symptomatology  and  technique  of  the  operation;  the  illustrations 
here  are  also  beautifully  done,  and  show  each  step  in  the  operation 
clearly  and  distinctly.  This  feature  pertains  to  the  illustrations 
throughout,  of  which  there  are  many,  all  of  them  being  carefully  se- 
lected and  so  well  done  that  they  show  at  a  glance  what  could  only  be 
described  in  pages  of  print.  The  gynaecological  portion  would  hardly 
be  called  up-to-date  by  a  specialist  in  that  work,  as,  for  instance, 
the  use  of  the  bivalve  speculum  is  recommended  in  the  operation  of 
curetting,  while  no  mention  is  made  of  vaginal  drainage  in  cases  of  pus 
in  the  pelvis,  but  abdominal  drainage  is  advised,  whereas  this  method 
is  rarely  used  at  the  present  time,  the  abdominal  incision  being  closed 
and  drainage,  if  necessary,  maintained  through  the  most  dependent 
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part,  the  vagina,  the  advantages  being  most  obvious,  to  say  nothing 
of  the  diminished  chances  of  ventral  hernia. 

Clearness  and  simplicity  have  been  striven  for  in  the  discussion  of 
pathological  states,  and  in  the  selection  and  description  of  the  opera- 
tions proposed  for  their  relief.  As  a  rule,  but  a  single  good  method  has 
been  given,  so  that  the  reader  does  not  find  himself  in  a  dilemma  as  to 
the  selection  of  an  operation.  The  book  is  profusely  illustrated,  being 
nearly  all  from  photographs  or  drawings  made  during  the  progress 
of  actual  work  in  the  author's  practice;  as  before  stated,  these  plates 
are  exceptionally  good,  the  accurate  and  artistic  work  lending  to  them 
a  distinctiveness  of  representation  which  make  very  plain  the  steps  to 
be  illustrated. 

The  book  is  of  a  convenient  size  and  the  typographical  work  of  a 
high  order. 

While  it  is  to  be  hoped  that  none  of  the  men  to  whom  the  book 
is  especially  dedicated  will  be  called  upon  to  perform  some  of  the  more 
difficult  operations,  as  resection  of  intestines,  stomach,  Cesarean  sec- 
tion, thrombosis  of  lateral  sinus,  etc.,  still  they,  and  also  others  who 
do  any  kind  of  surgical  work,  will  find  much  that  is  instructive  and 
valuable.  M. 

Dudley's  Gynaecology.  A  Treatise  on  the  Principles  and  Practice  of 
Gynaecology.  By  E.  C.  Dudley,  A.M.,  M.D.,  Professor  of  Gynae- 
cology in  the  Northwestern  University  Medical  School,  Chicago. 
New  (2d)  edition.  In  one  octavo  volume  of  717  pages  with  453 
engravings  of  which  47  are  in  colors  and  8  colored  plates.  Lea 
Brothers  &  Co.,  Publishers,  Philadelphia. 

It  is  a  pleasure  to  welcome  the  second  edition  of  this  work.  It  ad- 
heres in  the  arrangement  of  its  subject  (a  plan  containing  much 
originality)  to  the  first  edition,  but  many  of  the  chapters  have  been 
enlarged  and  others  added.  The  book  is  divided  into  six  parts:  Part  I 
is  devoted  to  general  consideration  and  among  other  things  discusses 
diagnosis,  local  treatment,  the  general  conduct  of  minor  and  major 
operations  and  after  treatment :  a  special  chapter  is  given  up  to  the 
question  of  drainage  in  major  operations,  the  writer's  conclusion  being 
in  favor  of  a  reversal  of  the  old  dictum,  making  it  read  "When  in 
doubt,  don't  drain";  another  chapter  is  given  to  the  subject  of  the 
relations  of  dress  to  women's  diseases.  Part  II  treats  of  inflammations 
and  includes  chapters  upon  vulvitis,  vaginitis,  acute  and  chronic  me- 
tritis, endocervicitis,  endometritis,  all  kinds  of  pelvic,  tubal  and  ovarian 
n  fiammations,  urethritis,  cystitis,  pyelitis,  etc.    Part  III  is  devoted  to 
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tumors,  malformations  and  tubal  pregnancy  (the  latter  included  here 
chiefly  for  convenience  from  the  diagnostic  point  of  view).  Part  IV 
takes  up  traumatisms ;  Part  V  uterine  displacements,  including  a 
very  detailed  and  well  illustrated  chapter  upon  pelvic  massage.  Part 
VI,  added  to  the  previous  edition,  takes  up  the  disorders  of  menstrua- 
tion; which,  though  merely  symptoms  and  as  such  discussed  in  connec- 
tion with  their  causative  conditions,  are  for  convenience  here  considered 
together  in  brief  form  and  largely  by  reference  to  other  parts  of  the 
book.  Minor  changes  have  been  made  and  a  good  many  pages  of  read- 
ing matter  and  illustrations  have  been  added. 

This  arrangement  seems  to  be  a  very  rational  one,  linking  together 
the  different  pathological  conditions  in  their  natural  association.  Par- 
ticularly in  Part  II  is  the  interdependence  of  inflammations  of  the 
various  organs  impressed  upon  the  mind ;  the  student  learns  to  regard 
metritis,  for  instance,  as  one  of  a  series  of  definitely  proceeding  events, 
not  as  a  separate  disease  classified  somewhere,  on  such  a  page,  between 
displacements  and  tumors. 

In  general  we  would  commend  the  fullness  and  clearness  of  the 
text  and  in  particular  the  pertinence  and  value  of  the  very  numerous 
anatomical,  pathological  and  operative  illustrations.  The  work  is  much 
more  than  a  mere  text-book,  yet  so  clear  and  straightforward  as  not 
to  be  too  detailed  for  a  student's  use. 


The  Philadelphia  Obstetrical  Society. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  April  5,  1900. 

The  President,  J.  C.  DaCosta,  M.D.,  in  the  Chair. 

Removal  of  the  Bladder  as  a  Preliminary  to  or  Co-incidentl  with  Hys- 
terectomv  for  Cancer  in  Order  to  extend  the  Possibilities  of 
Surgery  for  Malignant  Disease  of  the  Pelvis. 

By  Franklin  H.  Martin,  M.D.,  of  Chicago. 
(See  page  395.) 
Discussion. 

Dr.  Montgomery:  I  feel  that  the  Philadelphia  Obstetrical  Society 
is  under  great  obligations  to  Dr.  Martin  for  the  characteristic,  clear  and 
excellent  manner  in  which  he  has  presented  this  subject.  The  fact  that 
the  ureters  can  be  transplanted  into  the  rectum  without  the  patient  suf- 
fering from  serious  results,  and  life  thus  prolonged  over  a  long  period  in 
comparative  comfort,  is  a  subject  of  great  gratification,  even  though  we 
may  not  feel  that  the  condition  for  which  it  is  suggested  in  the  paper 
may  meet  with  our  approval.  It  affords  a  means  of  disposing  of  the 
ureters  in  extrophy  of  the  bladder  and  in  conditions  in  which  the 
ureters  have  been  injured  during  operative  procedures,  which  is  of 
great  value.  The  demonstration  that  infection  of  the  ureters  and  kid- 
neys from  the  intestinal  tract  does  not  occur  is  also  of  importance. 
With  regard  to  the  performance  of  the  operation  of  removal  of  the 
uterus  and  bladder  in  malignant  disease  I  think  there  is  reason  for 
question.  There  is  no  class  of  surgery  in  which  the  operation  for  ma- 
lignant disease  is  attended  with  more  fatality  than  when  it  involves 
the  bladder.  Schuchardt's  records  show  no  case  of  extirpation  of  the 
bladder  for  malignant  disease  that  resulted  satisfactorily.  It  is  true  that 
Kummell  in  1893  performed  an  operation  for  extirpation  of  the  bladder 
for  tubercular  disease  and  transplanted  one  ureter  into  the  urethra 
and  the  other  into  the  vagina.  Albarran,  in  order  to  remove  the  blad- 
der, made  an  incision  through  the  symphysis  which  afforded  increased 
room  for  the  operation.  I  should  feel  that  in  those  cases  in  which  the 
disease  had  extended  from  the  uterus  to  the  bladder,  the  probability  of 
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nests  of  the  disease  being  carried  to  the  parametral  tissue,  was  so  great 
as  to  render  it  improbable  that  any  operation  would  be  more  than  tem- 
porary in  its  relief.  In  reviewing  the  reports  as  Dr.  Martin  has  tabu- 
lated, I  find  but  one  case  of  cancer  of  the  uterus  in  which  the  patient  re- 
covered. If  the  disease  has  extended  to  such  a  degree  that  the  patient's 
life  is  only  prolonged  for  a  short  time,  with  the  probability  of  early 
reinvolvement  of  the  structures  beyond  those  already  attacked,  an  op- 
eration of  such  gravity  does  not  seem  to  me  to  be  a  desirable  procedure. 
To  perform  an  operation  of  the  magnitude  of  that  under  consideration, 
which  consists  in  the  transplantation  of  the  ureters  into  the  rectum  and 
removal  of  the  uterus  and  bladder,  when  experience  has  demonstrated 
that  the  operation  will  be  attended  with  an  early  relapse,  is  simply 
operating  when  we  cannot  hope  for  favorable  results.  I  do  not  believe 
that  the  existence  of  malignant  disease  in  the  broad  ligament  to  such  a 
degree  as  to  necessitate  a  resection  of  the  ureters  to  get  beyond  the 
diseased  tissue,  will  afford  a  favorable  outlook  for  a  good  result.  It 
is  well  known  that  malignant  disease  extends  more  rapidly  in  the  para- 
metria! tissue  and  is  carried  as  nests  to  some  distance  beyond  infil- 
trated tissue  to  a  greater  degree  in  the  parametrium  than  in  other  por- 
tions of  the  pelvic  structure.  In  one  case  in  which  I  operated,  the  dis- 
ease had  extended  around  the  ureter  to  such  a  degree  that  to  leave  it 
undisturbed  would  mean  a  rapid  development  of  the  disease.  I  there- 
fore resected  the  ureter  with  a  mass  of  diseased  tissue  and  trans- 
planted the  end  of  the  ureter  into  the  bladder  at  a  higher  point. 
The  patient  recovered  and  lived  for  some  months,  but  the  relapse  of  the 
disease  was  rapid,  so  that  I  was  not  encouraged  to  continue  the  prac- 
tice of  such  a  procedure.  In  the  patient,  had  I  removed  both  ureters 
and  the  bladder,  I  could  not  have  been  certain  that  the  entire  disease 
was  removed.  In  listening  to  the  reader  of  the  paper  it  has  occurred 
to  me  that  the  operation  might  be  greatly  expedited  by  early  ligation 
of  the  internal  iliac  arteries.  This  would  lessen  the  difficulty  in  con- 
trolling the  haemorrhage,  and  as  I  have  found  by  experience  in  two 
cases,  does  not  seem  to  exert  any  subsequent  serious  influence  upon 
the  circulation  of  the  pelvis.  The  fact  that  the  bladder  is  removed  as 
well  as  the  uterus  would  be  still  further  enhanced  by  this  previous 
ligation.  Again  I  wish  to  express  my  appreciation  to  Dr.  Martin  for 
his  valuable  paper  and  the  thorough  and  excellent  manner  in  which  he 
has  presented  it.  The  illustrations  have  graphically  demonstrated  the 
method  by  which  the  operation  is  done.  Even  though  we  do  not  accept 
it  for  the  particular  condition  for  which  it  has  been  advocated,  it  has 
a  field  in  surgery. 
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Dr.  Joseph  Price:  Dr.  Martin's  paper  represents  an  immense 
amount  of  labor,  and  I  would  very  much  rather  pay  some  one  for  going 
to  Washington  and  doing  the  labor  than  attempt  to  make  the  collect 
myself. 

We  are  of  course  all  interested  in  the  grave  subject  of  malignancy 
and  have  probably  all  had  our  trials  along  these  lines.  No  particular 
reference  has  been  made  in  the  paper  to  infection  from  exposure  and 
accidents  in  these  cases.  I  myself  have  seen  a  number  of  such  cases. 
T  remember  one  in  wnich  there  was  sloughing  of  both  ureters  with 
the  exposure  of  them  to  faecal  matter  for  several  months.  I  cite  this 
particular  case  as  illustrative  of  a  group  of  that  character. 

The  Germans  have  recently  practiced  the  high  amputation  of  the 
ureters  in  the  vaginal  hysterectomies  for  malignancy  and  the  partial 
removal  of  the  bladder  and  ureters  to  get  beyond  zones  of  invasion, 
with  very  good  results.  The  history  of  ovariotomy  gives  a  few  cases 
of  partial  removal  of  the  bladder  with  happy  results.  In  one  of  two 
cases  reported  by  Billroth  a  third  of  the  bladder  was  removed  with 
implantation  of  the  ureter,  satisfactory  results  were  obtained.  In  a 
few  instances  I  have  removed  a  portion  of  the  bladder  but  as  yet  have 
never  extirpated  the  whole  organ.  The  amputation  or  the  ligation  of 
the  large  vessels  practiced  by  a  few  operators  cuts  off  the  circulation 
and  favors  arrest  of  malignancy.  The  extirpation  of  about  all  the 
glands  in  this  region  is  also  practiced  to  favor  arrest. 

I  have  a  couple  of  cases  at  present  in  which  I  amputated  the  urethra 
at  its  bladder  margin,  using  the  cautery  very  freely,  burning  the  struct- 
ures on  the  external  parts.  If  we  can  relieve  the  patients  for  a  short 
time  we  give  them  a  better  atmosphere  to  live  in;  it  matters  not  how 
heroic  the  procedures  may  be.  The  results  from  the  heroic  operations 
have  been  rather  pleasing. 

Dr.  J.  G.  Clark  :  I  have  been  very  much  interested  and  instructed 
in  Dr.  Martin's  description  of  this  further  advance  in  the  realm  of 
(  abdominal  surgery. 

During  the  last  two  or  three  years  the  conclusion  has  gradually 
been  forced  upon  me  that  the  limit  of  radical  operations  for  the  cure  of 
carcinoma  has  been  reached,  but  Dr.  Martin  has  planned  and  worked 
out  experimentally  a  still  more  extensive  operation  than  any  heretofore 
proposed.  Tn  this  connection  it  is  interesting  to  note  that  Professor 
Freund  of  Strasburg  who  was  the  first  to  perform  abdominal  hyster- 
ectomy for  carcinoma  and  who  was  also  the  first  to  remove  the  pelvic 
lymph  glands  as  a  result  of  long  clinical  experience,  shows  conservative 
tendencies.    By  conservative  tendencies  I  mean  the  care  he  shows  in 
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selecting  cases  which  are  suitable  for  radical  operation.  He  believes 
that  entirely  too  many  cases  are  submitted  to  radical  treatment  after 
they  are  too  far  advanced,  and  his  rule  at  present  strikes  me  to  be  a 
very  safe  one.  It  is  as  follows:  if  the  carcinoma  is  confined  to  the 
cervix  and  has  not  spread  extensively  into  the  broad  ligaments  a  radical 
operation  is  indicated.  By  a  radical  operation  he  means  the  total  re- 
moval of  the  uterus,  broad  ligament  and  the  pelvic  lymph  glands,  by 
a  plan  similar  to  the  one  prepared  by  Ries,  Rumpf  and  myself.  If, 
on  the  other  hand,  the  carcinoma  has  spread  into  the  broad  ligament 
and  there  is  induration  in  this  area,  he  believes  that  at  best  only  a  palli- 
ative operation  can  be  performed,  and  under  these  circumstances,  va- 
ginal hysterectomy  is  preferable. 

My  own  incentive  to  the  institution  of  more  radical  operation  for 
carcinoma  was  drawn  from  the  careful  statistics  compiled  by  Russell 
which  showed  that  recurrence  in  these  cases  was  almost  invariably 
local.  This  term  "recurrence"  is  naturally  a  misnomer  for  it  is,  of 
course,  a  continuance  of  the  carcinoma.  In  the  operation  which  I  ad- 
vocated the  chief  point  insisted  upon  was  the  extensive  removal  of  the 
local  tissue  and  in  addition  the  extirpation  of  the  pelvic  lymph  glands 
was  also  advocated.  In  my  second  paper  on  this  subject,  in  which  ten 
cases  were  reported,  I  felt  justified  in  making  a  tentative  statement  as 
to  the  value  of  the  removal  of  the  lymph  glands  in  these  cases.  In 
some  instances  in  which  the  glands  had  been  removed  and  in  inoperable 
cases  which  came  to  autopsy,  it  was  found  that  frequently  there  were 
no  metastatic  lymph  deposits.  For  this  reason  I  made  the  statement 
that  the  removal  of  these  glands  would  probably  prove  of  prognostic 
rather  than  of  therapeutic  value.  My  personal  experience  in  radical 
operations  for  carcinoma  of  the  uterus  leads  me  to  assume  a  position 
similar  to  that  of  Freund,  and  my  tendencies,  therefore,  are  rather  to 
the  limitation  than  to  the  extension  of  the  indications  for  the  opera- 
tions. The  chief  point  to  be  insisted  upon  in  operations  for  carcinoma 
of  the  uterus  and  vagina  is  the  extensive  removal  of  the  local  process. 
According  to  my  observation,  the  bladder  is  usually  involved  late. 
When  the  disease  has  progressed  sufficiently  to  invade  this  organ  I  am 
very  sceptical  as  to  the  value  of  any  method  of  operating  for  its  cure. 

In  looking  over  Dr.  Martin's  summary  of  cases  of  extirpation  of  the 
bladder.  I  have  noted  the  same  fact  to  which  Dr.  Montgomery  has 
called  attention,  that  there  are  but  few  cases  of  carcinoma  in  the  list. 
Therefore  from  a  prognostic  standpoint  this  list  is  misleading,  for  in 
extrophy  of  the  bladder,  the  patient's  general  condition  may  be  quite 
guild,  while  in  carcinoma  of  the  uterus  where  the  involvement  is  so 
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extensive  that  the  bladder  must  be  extirpated  in  order  to 
remove  all  of  the  pathological  tissue,  the  patient's  physical  condition 
will  be  much  depraved.  This  decreased  resistance  naturally  predisposes 
to  septic  infection.  So  frequently  has  this  fact  been  forced  upon  me  by 
the  various  septic  complications  which  may  arise  in  cases  of  carcinoma, 
subsequent  to  operation,  that  I  now  expect  at  least  20  per  cent,  of 
abdominal  incisions  to  show  some  degree  of  suppuration.  On  this 
account  I  have  ceased  to  use  buried  sutures  in  the  abdominal  wound, 
as  they  will  usually  have  to  be  removed.  When  I  take  into  considera- 
tion the  fact  that  this  operation,  if  properly  performed,  must  consume 
considerably  more  time  than  the  ordinary  operation,  I  believe  its  field 
of  usefulness  will  be  very  limited,  in  fact,  I  should  hesitate  in  perform- 
ing so  radical  an  operation,  for  I  believe  that  the  chances  for  relief  will 
not  justify  such  a  serious  measure.  In  view  of  the  fact  that  the  ex- 
perimental implantation  of  the  ureters  in  dogs  have  so  frequently  ended 
fatally,  through  a  secondary  ascending  ureteritis  and  nephritis,  it  seems 
to  me  we  should  be  extremely  conservative  in  our  theories  as  to  the 
value  of  the  same  operation  upon  human  beings,  especially  in  car- 
cinoma, for  as  I  have  stated,  the  decreased  vital  resistance  naturally 
predisposes  to  septic  infection. 

The  careful  experimental  work  and  the  tabulation  of  cases  of  ex- 
tirpation of  the  bladder  by  Dr.  Martin  is  a  valuable  experimental  and 
bibliographic  research,  and  the  mechanical  principles  involved  in  his 
operation  of  implantation  of  the  ureters  in  the  rectum  may,  as  Dr. 
Montgomery  has  stated,  materially  add  to  our  knowledge  of  the  treat- 
ment of  injuries  of  the  ureters  and  bladder  in  other  surgical  condi- 
tions. 

Dr.  C.  P.  Noble:  Like  the  other  speakers  I  have  to  thank  Dr. 
Martin  for  the  interesting  presentation,  and  like  them  also  I  cannot 
discuss  the  subject  from  the  standpoint  of  experience. 

It  seems  to  me  that  the  Philadelphia  mind  is  inclined  to  be  con- 
servative, for  my  views  too  run  along  the  same  lines  as  have  been  ex- 
pressed by  the  previous  speakers.  I  feel  much  indebted  to  Dr.  Martin 
for  his  presentation  of  the  subject  of  ureteral  transplantation  into  the 
rectum. 

So  far  as  the  very  radical  operations  for  cancer  are  concerned,  my 
own  experience  would  not  incline  me  to  look  favorablv  upon  a  more 
radical  operation  than  we  have  had  heretofore  unless  the  experience 
of  those  trying  it  should  show  this  to  be  better  than  upon  apriori 
grounds  we  would  expect.  These  cases  are  poor  subjects  for  operations 
of  this  kind,  which  must  necessarily  be  prolonged  and  it  seems  to  me 
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we  would  have  to  have  good  evidence  of  better  results  before  adopt- 
ing the  suggestion  of  removal  of  the  bladder  in  connection  with  the 
uterus.  The  primary  mortality  is  too  high  to  make  the  procedure  a  wise 
one. 

Dr.  R.  C.  Norris:  I  have  also  enjoyed  what  Dr.  Martin  has  had  to 
say  to  us  and  admire  the  spirit  of  investigation  that  prompts  such 
work. 

It  has  occurred  to  me  that  we  are  all  pretty  much  agreed  that  the 
surgical  treatment  of  carcinoma  of  the  uterus  is  very  unsatisfactory. 
It  sometimes  prolongs  life,  as  Dr.  Price  has  said,  but  the  wretched 
termination  comes  just  the  same. 

I  have  had  no  personal  experience  with  complete  removal  of  the 
bladder,  but  during  the  last  two  years  I  have  had  two  cases  in  which, 
during  the  operation  of  vaginal  hysterectomy,  I  found  a  portion  of  the 
base  of  the  bladder  involved,  so  much  so  that  in  the  attempt  to  separate 
the  bladder  from  the  anterior  wall  of  the  uterus  the  bladder  was  opened. 
I  found  the  orifice  of  one  of  the  ureters  involved.  The  base  of  the 
bladder  was  cut  away,  the  sphincter  muscle  was  pushed  out  of  the 
way,  the  cut  ureter  was  implanted  in  the  bladder  at  a  higher  level,  and 
I  took  away  what  I  believe  to  be  all  of  the  carcinomatous  tissue  and 
closed  the  opening.  The  patient  recovered  and  four  or  five  months 
later  she  returned  with  the  carcinoma  showing  itself  in  the  stump  with 
further  involvement  of  the  bladder  and  death  soon  occurred.  In  the 
second  case  which  was  dealt  with  in  the  same  way,  the  patient  survived 
the  operation,  but  within  a  month  or  six  weeks  showed  some  signs  of 
ulceration  and  discharge  and  is  now  dying. 

When  we  find  a  case  involving  the  base  of  the  bladder  I  feel  that  we 
may  be  assured  that  the  carcinoma  has  invaded  tissues  that  cannot  be 
reached  surgically  and  that  curettement  will  do  almost  as  much  as  any 
radical  operation  can  do. 

It  is  interesting  to  know  that  a  woman's  bladder  can  be  removed 
and  that  the  ureters  can  be  implanted  elsewhere  and  that  the  patients 
will  survive.  I  believe,  however,  that  sooner  or  later  we  must  come  to 
the  conclusion  that  we  must  treat  carcinoma  of  the  uterus  and  espe- 
cially of  the  cervix  by  some  means  other  than  surgical  if  we  hope  to 
cure  our  patients. 

Dr.  A.  J.  Dovvnes:  1  would  like  to  ask  Dr.  Martin  what  is  the  exact 
number  of  carcinoma  cases  he  has  submitted  to  this  operation. 

Dr.  Martin  :  First  I  wish  to  thank  the  Society  for  the  reception 
they  have  given  my  rather  venturesome  paper. 

The  question  of  selection  of  cases  suitable  for  this  operation  in  which 
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the  operation  may  be  performed  with  reasonable  chance  of  success  of 
course  is  one  of  importance.  The  case  which  led  me  to  make  the  in- 
vestigation was  one  that  I  saw  over  three  years  ago:  A  woman  in 
which  carcinoma  had  been  clearly  diagnosed  and  in  which  the 
lower  portion  of  the  uterus  was  involved.  The  uterus  was  movable 
and  examination  under  anaesthetic  showed  no  extension  of  disease  into 
broad  ligaments  or  sacro-uterine  ligaments.  It  seemed  to  be  in  every 
way  a  desirable  case  for  vaginal  hysterectomy.  My  first  incision 
brought  me  in  contact  with  tissue  in  front  of  the  cervix,  which  made  me 
suspicious  that  the  bladder  was  involved.  Digital  examination  showed 
the  bladder  to  be  involved  at  points  where  the  ureters  are  supposed 
to  empty  into  it.  Cystoscopic  examination  demonstrated  the  involve- 
ment of  the  mouths  of  the  ureters  and  demonstrated  any  operation  un- 
justifiable which  would  not  remove  the  lower  portion  of  the  bladder 
including  the  ureter.  The  case  seemed  so  favorable  for  operation  that 
I  immediately  felt  my  helplessness  and  asked  why  the  bladder  might 
not  be  removed.  The  woman  was  sent  back  to  bed  with  no  attempt 
at  an  operation.  Several  weeks  afterward  the  ureter  began  to  discharge 
from  the  vagina.  I  believed  that  the  case  was  one  in  which  this  opera- 
tion would  be  suitable  and  one  in  which  I  could  have  removed  the 
bladder  and  the  uterus  and  succeeded  in  saving  the  patient  or  at  least 
in  extending  the  life  indefinitely. 

Since  then  I  have  seen  two  other  cases  in  which  the  operation  could 
have  been  done.  In  one  case  operation  was  attempted.  That  was  not 
as  favorable  as  the  one  already  mentioned.  The  operation  in  this  case 
was  for  carcinoma  of  the  lower  portion  of  the  uterus  and  the  bladder 
and  was  completed  within  25  minutes,  including  removal  of  the  bladder 
and  uterus  and  implantation  of  the  ureters  in  the  rectum.  The  patient 
died  of  shock  in  a  few  hours  after  operation. 

My  experience  does  not  justify  me  in  advocating  this  operation  as 
an  operation  to  be  done  frequently  and  without  a  great  deal  of  prepa- 
ration on  the  part  of  the  operator.  In  other  words,  the  operation  is  one 
for  a  limited  number  of  cases,  but  I  believe  the  procedure  has  a  limited 
field. 

In  regard  to  expediting  the  operation  by  ligation  of  the  internal 
iliac  I  would  say  that  I  have  gone  over  that  phase  of  the  subject  very 
carefully  and  inasmuch  as  it  is  necessary  to  preserve  very  carefully  the 
circulation  of  the  parts  into  which  the  ureters  are  implanted.  I  have 
decided  against  tying  of  the  anterior  branch  of  the  internal  iliac  because 
it  would  interfere  so  profoundly  with  the  circulation  of  the  rectum  by 
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cutting  out  the  circulation  of  the  middle  and  inferior  hsemorrhoidal 
arteries. 

The  operation  need  not  be  a  slow  one ;  after  the  ureters  are  implanted 
it  is  a  very  simple  matter  to  remove  the  bladder  and  uterus  if  one  em- 
ploys clamps. 

In  giving  you  this  list  you  will  notice  that  I  do  so  to  prove  that 
the  ureters  will  resist  to  a  certain  extent  infection  and  it  was  not  pro- 
duced with  the  idea  of  giving  the  literature  on  the  subject  of  removing 
the  bladder  for  cancer. 

I  do  not  know  how  many  operations  have  been  performed  of  re- 
moval of  the  bladder  for  cancer.  In  the  cases  collected  by  me  there 
are  eleven  cases  recorded  in  which  the  bladder  was  removed  for  cancer 
or  other  tumors.    Seven  of  these  lived  and  four  died. 

I  wish,  again,  Mr.  President,  to  thank  the  Society  for  the  very  kind 
reception  of  my  paper. 

Official  Transactions. 

Frank  W.  Talley,  M.D.,  Secretary. 
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TRANSACTIONS   OF   THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Stated  Meeting,  January  19,  1900. 

The  President,  T.  J.  Watkins,  M.D.,  in  the  Chair. 

Spontaneous  Amputation  of  the  Tube. 

Dr.  Emile  Ries  :  I  desire  to  report  briefly  a  case  of  spontaneous 
amputation  of  the  tube  because  it  coincides  closely  with  those  I  re- 
ported at  the  last  meeting.  The  case  was  one  of  chronic  appendi- 
citis with  thickening  of  the  appendx,  adhesions  starting  from  the 
tip  of  the  appendix,  going  towards  a  point  of  the  tube,  where  the  tube 
was  almost  cut  in  two,  the  two  parts  being  connected  only  by  a  thin 
band  of  tissue.  This  tube  was  occluded  at  the  abdominal  end  and  ter- 
minated in  a  hsematosalpinx.  The  hematosalpinx  was  twisted  three 
hundred  and  sixty  degrees.  This  is  the  fourth  case  of  amputation  of 
the  tube  in  my  experience. 

Discussion. 

Dr.  E.  C.  Dudley  :  I  have  had  one  case  of  absence  of  the  tube  upon 
which  I  operated  several  years  ago.  The  band  which  probably  cut  off 
the  tube  was  not  very  demonstrable.  The  tube  had  been  cut  off  less 
than  one-eigth  of  an  inch  from  the  uterus  and  the  remainder  of  it 
was  absent. 

I  also  record  another  case  in  which  a  band  had  almost  cut  off  a 
catarrhal  appendix  vermiformis.  The  cord  half  way  surrounded  the 
appendix.  I  successfully  operated  at  St.  Luke's  Hospital  for  the  re- 
moval of  this  appendix  last  week. 

Intraperitoneal  Hemorrhage  considered  in  Relation 
to  Ectopic  Pregnancy. 

(Inaugural  Thesis.) 
By  J.  Clarence  Webster,  M.D. 
(See  page  434.) 
Discussion. 

Dr.  Ferdinand  Henrotin  :  I  have  listened  with  pleasure  to  the 
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remarks  of  Dr.  Webster  upon  this,  one  of  the  most  interesting  sub- 
jects we  have  in  gynaecology  and  in  abdominal  surgery,  and  one  in 
which  I  think  we  all  have  had  more  or  less  practical  experience.  The 
name  of  the  doctor  is  particularly  well  known  in  connection  with  this 
branch  of  surgery,  and  it  is  proper  to  remark  that  the  whole  profession 
owes  him  a  great  deal  for  his  work  in  that  particular  line.  His  demon- 
stration of  decidual  formations  in  the  tubes  has  cleared  up  a  great 
deal  of  the  darkness  that  shrouded  the  subject.  The  doctor  gives  us 
practical  facts  concerning  haemorrhage,  many  of  which  have  come  under 
our  notice.  There  is  one  particular  point  on  which  I  feel  inclined  to 
take  exception,  and  that  is  as  to  the  frequency  of  haemorrhage  in  the 
early  months  of  extra-uterine  pregnancy.  If  I  understood  him  cor- 
rectly, he  says  the  tube  wall  being  less  disintegrated  at  that  time,  it  is 
more  likely  that  the  vessels  can  contract  and  the  haemorrhage  cease. 
Practically,  it  has  been  my  experience,  and  I  have  had  a  great  many 
cases  of  extra-uterine  pregnancy,  and  as  far  as  my  reading  goes,  that 
in  the  early  cases  we  have  large  and  dangerous  haemorrhages.  The 
way  that  I  look  at  the  subject  is  that,  as  a  rule,  a  large  proportion  of 
the  more  advanced  cases,  after  they  have  passed  the  second  month,  are 
apt  to  be  extra-peritonaeal ;  they  break  partially  within  the  folds  of  the 
broad  ligament,  and  are  covered  more  or  less  by  peritonaeum  and  form 
the  ordinary  haematocele;  while  the  early  cases  rupture  into  the  ab- 
dominal cavity  and  produce  profuse  and  frightful  haemorrhages.  I  can- 
not remember  a  case  in  which  any  very  large  haemorrhage  of  a  danger- 
ous character  occurred  much  beyond  the  second  month.  I  reported  a 
case  two  months  ago  where,  after  the  most  careful  examination  of  the 
specimen,  all  we  could  make  out  was  a  three  weeks'  pregnancy.  This 
woman  was  taken  with  haemorrhage  at  four  o'clock  in  the  afternoon, 
and  at  twelve  o'clock  at  night,  when  I  operated,  she  was  practically 
pulseless.  There  was  an  extreme  degree  of  depression.  I  have  operated 
on  a  number  of  cases  from  four  to  five,  to  six  and  seven  weeks,  all 
of  these  cases  being  accompanied  by  excessive  haemorrhage.  I  believe 
that  Lawson  Tait  and  most  of  the  authorities  agree  that  it  is  these 
early  cases  that  are  liable  to  produce  primary  intraperitoneal  rupture, 
with  intraperitonaeal  haemorrhage  of  large  quantity,  that  so  frequently 
prove  fatal. 

I  operated  on  this  woman  on  Tuesday  night  last  at  a  farmhouse,  sev- 
enty-five miles  from  this  city,  during  the  middle  of  the  night.  The 
case  is  interesting  in  that  the  woman  never  had  any  menstruation  what- 
soever to  indicate  the  possibility  of  pregnancy,  and  was  only  five  days 
beyond  her  last  menstruation.    It  was  thirty-three  days  since  her  pre- 
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vious  menstruation.  There  was  no  haemorrhage,  no  decidua  shedding 
or  anything  of  that  kind,  still  the  picture  was  so  plain  as  to  make  it 
unmistakable.   A  large  quantity  of  blood  was  found  in  the  abdomen. 

The  thanks  of  the  Society  are  due  to  Dr.  Webster  for  his  expose 
of  the  relation  of  haemorrhage  to  these  cases,  and  it  is  a  matter  of  con- 
gratulation that  we  have  him  with  us. 

Dr.  E.  C.  Dudley  :  I  have  nothing  to  add  to  the  excellent  resume 
of  the  subject  except  a  word  of  approval.  I  listened  for  an  expression 
of  opinion  as  to  how  frequently  these  intraperitoneal  haemorrhages 
occur  from  other  causes  than  tubal  pregnancy,  and  in  the  absence  of  any 
statement  on  that  point  I  infer  that  Dr.  Webster  is  in  accord  with  the 
accepted  view  on  the  subject,  which  is  that  those  haemorrhages  seldom, 
if  ever,  occur  except  as  the  result  of  tubal  pregnancy. 

Dr.  T.  J.  Watkins:  The  statistics  relative  to  the  time  of  rupture 
is  given  in  quite  a  number  of  instances  at  four,  five,  and  as  late  as  the 
seventh  or  eighth  month.  It  would  seem  from  clinical  experience  that 
this  is  an  error,  and  that  it  is  impossible  for  pregnancy  to  go  on  be- 
yond the  third  or  fourth  month  without  the  tube  rupturing  on  ac- 
count, first,  of  the  physics  involved,  and,  second,  of  the  muscle  changes 
in  the  tube  which  Dr.  Webster  has  described.  Probably  the  facts  in 
those  cases  are  that  the  rupture  referred  to  is  not  the  primary  rupture. 
Relative  to  the  point  Dr.  Henrotin  brought  up,  it  would  seem  that  the 
comparatively  small  amount  of  haemorrhage  in  the  latter  months  in 
some  cases  might  be  due  to  the  fact  that  a  previous  rupture  has  caused 
adhesions  and  that  the  adhesions  would  tend  to  limit  the  haemorrhage 
that  would  occur  at  the  time  the  principal  rupture  took  place. 

Dr.  Webstkr  {closing  the  discussion)  :  I  thank  the  gentlemen  for 
the  manner  in  which  they  have  received  my  paper,  and  particularly  Dr. 
Henrotin  for  his  kind  remarks.  I  wish  to  refer  to  one  point  mentioned 
by  him.  I  suppose  that  one  is  always  influenced  by  more  recent  observa- 
tions, and  in  the  cases  of  the  last  four  years  that  have  come  under  my 
notice,  I  have  been  particularly  struck  with  the  number  of  early  rup- 
tures, i.  c,  within  the  first  four  weeks,  not  in  which  a  cessation  of  haem- 
orrhage had  occurred.  In  referring  to  this  point  in  my  paper,  I  have 
given  what  appears  to  be  the  most  reasonable  explanation  for  it,  viz., 
contraction  of  the  muscle  in  the  tube  wall,  yet  I  have  also  taken  care 
to  emphasize  the  frequency  of  fatal  unchecked  bleeding  in  early  rup- 
tures. Of  course,  to  get  an  accurate  idea  of  percentages,  it  will  be  nec- 
essary to  collect  a  large  number  of  statistics.  Perhaps  one  is  wrong  to 
be  influenced  by  one's  own  recent  experience  on  such  a  point.  I  am 
very  glad  Dr.  Henrotin  called  attention  to  it  because  it  is  important  that 
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one  should  not  try  to  mislead  in  any  way  in  dealing  with  such  an  im- 
portant matter. 

Dr.  Dudley  is  quite  right  in  the  supposition  that  cases  of  intra- 
peritoneal haemorrhage  are  rarely  due  to  other  causes  in  women  than 
to  ectopic  pregnancy,  leaving  out  ruptures  of  ulcers  of  the  stomach, 
traumatism,  etc. 

With  reference  to  the  remarks  of  the  President  (Dr.  Watkins),  I 
tried  to  make  some  time  ago  an  examination  of  those  cases  in  which 
rupture  was  reported  as  occurring  in  the  late  months.  It  seemed  very 
unlikely  that  in  the  seven  and  following  months  of  ectopic  pregnancy, 
there  could  be  serious  haemorrhage  external  to  the  gestation  sac,  be- 
cause of  adhesions  and  of  pressure  conditions  within  the  abdomen.  But 
these  cases  are  referred  to  as  haemorrhage,  without  any  reference  to 
their  gravity  or  to  their  relationship  to  the  state  of  gestation;  whether 
merely  small  haemorrhages,  or  haemorrhages  leading  to  dangerous  con- 
ditions, have  not  been  generally  mentioned.  But  one  must  accept  sta- 
tistics as  they  are  presented  in  tabular  form  by  various  authors,  all  of 
whom  are  men  of  the  highest  standing. 

Dr.  Henrotin  :  I  would  like  to  ask  Dr.  Webster  if  it  is  not  a  fact, 
well  established  now,  that  in  nearly  all  instances,  though  it  may  vary  in 
degree  or  amount,  that  we  always  find  decidua  formed  in  the  tubes.  He 
has  examined  a  great  many  specimens.  I  know  what  he  says  in  his 
book. 

Dr.  Webster  :  In  regard  to  this  point,  I  should  like  to  state  most 
emphatically,  after  having  examined  many  specimens,  that  I  have  never 
failed  to  find  decidual  transformation,  though  it  varies  greatly  in  its 
development.  It  is  absurd  to  speak  of  decidual  transformation  in 
ectopic  pregnancy  as  Mr.  Bland  Sutton  does,  in  his  book  on  "Surgical 
Diseases  of  the  Tubes  and  Ovaries,"  where  this  subject  is  treated  in 
very  scant  fashion.  The  most  important  workers  in  this  field  since  my 
researches  were  published  have  been  Germans  (one  need  not  mention 
their  names),  some  of  whom  have,  in  recent  yars,  made  elaborate  studies 
of  tubal  gestation,  and  I  do  not  know  of  a  single  one  who  makes  a 
statement  in  support  of  Mr.  Bland  Stutton. 

Malformation  of  the  Uterus. 

By  Frank  T.  Andrews,  M.D. 

(See  page  442.) 

Discussion. 

Dr.  Henry  F.  Lewis  was  asked  to  discuss  this  paper.    He  said: 
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The  development  in  this  case  makes  one  think  that  it  is  something  like 
the  famous  case  of  Blanche  Dumas,  but  of  less  degree.  In  her  case  the 
two  vulvae  were  farther  apart,  and  a  third  leg  was  between  them.  This 
looks  as  though  it  might  be  a  much  less  marked  case  of  dipygus  (double 
pelvis).  It  would  be  interesting  to  see  if,  on  dissection,  there  was  any 
duplicity  whatever  in  the  bony  parts  of  the  pelvis.  The  diphalic  mon- 
sters are  by  many  teratologists  considered  to  be  double. 

As  to  uterus  bicornis,  the  question  arises  as  to  what  was  the  cause 
of  the  failure  of  union  of  the  Miillerian  ducts.  Behind  that  there  is  some 
other  cause.  The  one  given  by  Ahlfeld  is  that  in  the  embryo  the  um- 
bilical vesicle  is  Tor  some  reason  or  other  held  toward  the  caudal  end 
of  the  embryo,  so  that  the  tension  draws  upon  all  the  structures  at- 
tached to  the  umbilicus,  including  the  intestines  and  bladder,  so  that  the 
latter  are  pulled  forward,  and  a  sort  of  vesico-rectal  ligament  forms 
between  the  two  Miillerian  ducts,  causing,  by  their  failure  to  unite,  a 
greater  or  less  duplicity  of  the  uterus  and  vagina. 

Foetal  Malformation:  Symelus. 
By  A.  McDiarmid,  M.D. 
(See  page  430.) 

Official  Transactions. 

C.  S.  Bacon,  Editor  of  Society. 
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ABSTRACTS. 

This  Department  is  in  Charge  of  the  Following  Staff  of  Sub-Editors: 
Dr.  T.  W.  Cleaveland,  Dr.  G.  H.  Mallett,  Dr.  A.  D.  Chaffee. 

PEDIATRICS. 

United  States. 
Ophthalmia  Neonatorum. 

Dudley  S.  Reynolds  {Jour,  of  the  Amer.  Med.  Assoc.,  January  6, 
1900)  states  as  a  fact  that  the  ophthalmia  of  the  new  born  is  much 
less  frequently  due  to  gonorrhoea  than  to  infection  with  the  staphylo- 
coccus aureus  or  some  of  the  other  micro-organisms  known  to  produce 
mucopurulent  inflammations  of  the  conjunctiva.  Moreover  he  con- 
siders that  any  infection  derived  during  birth  will  show  itself  within 
twenty-four  hours,  and  ascribes  all  cases  developing  later  than  that 
to  some  other  mode  of  infection.  Since  the  introduction  of  trained 
nurses  at  the  Louisville  City  Hospital  cases  of  ophthalmia  neonatorum 
have  become  comparatively  rare  except  when  preventive  measures  have 
been  employed;  preceding  the  writer's  service  in  1894,  with  the  use  of 
Crede's  method  nearly  every  child  developed  purulent  ophthalmia; 
from  the  time  of  ceasing  all  interference  with  the  eyes,  no  new  cases 
developed,  and  this  experience  has  been  repeated  in  many  other  years. 

The  vernix  caseosa  should  be  removed  by  petroleum,  which  is  in 
turn  removed  by  a  stick  wrapped  about  the  end  with  absorbent  cotton ; 
in  wiping  the  skin  of  the  eyelids  and  nose  the  greatest  care  should  be 
taken  to  avoid  the  inner  canthus.  If  by  any  chance  the  eye  become  ir- 
ritable and  watery  it  should  be  flushed  with  normal  salt  solution;  if 
there  be  any  reason  to  expect  infection  a  mild  antiseptic  solution  will 
sterilize,  the  cornea  and  retard  the  growth  of  the  infectious  agent.  If 
the  irritation  increases  and  the  inflammation  begins  to  be  purulent,  a 
similar  fluid  should  be  used,  but  with  an  irrigator  every  half  hour  or 
oftener;  if  the  disease  is  already  profusely  purulent  when  treatment  is 
begun,  a  weak  solution  of  bichloride  and  carbolic  acid  should  be  used 
with  an  irrigator.  Patches  of  pseudo-membrane  should  not  be  forcibly 
wiped  off.  Where  there  is  great  swelling  so  that  eversion  of  the  lids  is 
impossible  a  free  canthotomy  should  be  done  so  as  to  extend  the  free 
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border  of  the  lower  lid  quite  to  the  bony  margin  of  the  orbit,  thus 
enabling  the  eyes  to  be  much  more  thoroughly  irrigated. 

Inguinal  Hernia  in  the  Young. 

J.  W.  Seaver  (Yale  Med.  Jour.,  February,  1900),  while  admitting 
that  a  surgical  operation  is  the  most  satisfactory  treatment  for  inguinal 
hernia,  believes  that  in  cases  where  operation  is  refused  excellent  re- 
sults may  be  obtained  by  proper  gymnastic  exercise.  The  most  suitable 
support  is  a  simple  steel  band,  covered  with  vulcanized  rubber,  and 
provided  with  a  hollow  rubber  pad;  the  patient  should  keep  quiet  for  a 
week  or  two  in  order  to  become  accustomed  to  the  truss.  Then  a  course 
of  light  exercises  is  instituted,  aimed  to  bring  the  abdominal  muscles 
especially  into  play;  these  exercises  are  to  be  performed  twice  daily; 
gradually  more  complicated  movements  and  more  resistance  to  simple 
movements  are  added,  the  special  object  being  the  development  of  an 
ability  to  localize  muscular  contraction.  What  may  be  done  in  this 
latter  direction  has  been  illustrated  by  the  danse  du  ventre.  The  or- 
dinary movements,  such  as  lying  on  the  back  and  raising  the  legs  are 
not  of  much  value  in  these  conditions.  Another  important  point  is 
the  development  of  those  muscles  that  deepen  the  chest,  notably  those 
on  the  back  of  the  neck  and  the  scaleni,  the  object  being  to  relieve  the 
pressure  upon  the  lower  segment  of  the  abdominal  wall,  by  so  changing 
the  contour  of  the  thorax  as  to  enlarge  the  upper  part  of  the  abdominal 
cavity.  It  is  a  fact  that  men  with  inguinal  hernia  have  on  the  average 
a  smaller  depth  of  chest  than  normal  men  of  the  same  height  and 
weight.  If  the  case  progress  satisfactorily,  the  truss  is  replaced  after 
two  or  three  months  by  a  flat  pad  of  rubber,  which  acts  as  a  support, 
not  a  plug,  and  so  does  nothing  to  interfere  with  the  natural  closure  of 
the  opening.  Should  this  natural  closure  be  slow  or  imperfect,  local 
massage  with  the  finger  tips,  or  with  some  small  blunt  instrument 
which  may  be  retained  in  one  position  upon  the  skin  while  kneading 
the  deeper  tissues  (the  skin  moving  with  it),  will  do  much  to  strengthen 
the  tissues  about  the  ring. 

The  mere  application  of  a  truss  cannot  be  considered  anything  more 
than  palliative  treatment,  but  with  this  developmental  treatment  the 
writer  has  produced  such  results  in  over  seventy  per  cent,  of  his  cases 
as  to  leave  them  free  from  the  necessity  of  wearing  any  support. 

The  Estimation  of  the  Leucocytes  of  the  Blood  as  an  Aid  in  the  Diag- 
nosis of  Diseases  of  Children. 

George  D.  Head  (Pediatrics,  February  t,  1900)  says  that  there  is 
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a  general  impression  that  conclusions  based  on  the  leucocyte  count  in 
children  are  unreliable  owing  to  its  variability  in  early  life.  The  writ- 
er's experience  is  to  the  contrary,  and  he  believes  that  the  leucocytosis 
of  certain  children's  diseases  is  as  fixed  and  characteristic  as  in  adult 
life,  and  leads  to  as  definite  conclusions.  Normally  up  to  the  age  of 
six  years  the  number  of  leucocytes  is  greater  than  in  adults,  and  may 
be  said  to  be  at  birth  from  17,000  to  21,000;  at  six  months,  12,000; 
at  one  year,  10,000;  and  at  four  years,  9,000.  Physiological  as  well 
as  pathological  forces  augment  their  number  as  in  adults,  and  in  both 
physiological  and  pathological  conditions  the  leucocytosis  is  much  more 
marked  in  children  ;  the  increase  of  white  blood-cells  in  digestion  may 
be  twice  as  great  in  children  as  in  adults.  Again,  in  typhoid  fever 
the  diminution  of  white  cells  is  more  marked  and  invariable  than  in 
adults.  Some  fifteen  cases  are  detailed  which  would  seem  to  warrant 
the  following  conclusions,  though  as  yet  the  subject  needs  further 
investigation. 

Well-marked  leucocytosis  usually  follows  pysemic  infection,  whether 
the  point  of  infection  be  a  furuncle  on  the  neck,  the  middle  ear,  or  the 
appendix,  the  count  rarely  falling  below  20,000;  rare  exceptions  are 
where  the  abscess  is  of  long  standing  and  the  pus  is  walled  off,  an  un- 
usual condition  in  children,  and  where  the  inflammation  is  most  vio- 
lent and  rapidly  fatal.  In  the  latter  condition  the  count  would  be 
of  value  in  prognosis,  if  the  diagnosis  be  known.  The  count  would 
serve  to  differentiate  between  a  catarrhal  and  suppurative  otitis  media 
in  doubtful  cases,  leucocytosis  rarely  existing  in  the  former,  but  with 
the  formation  of  pus  often  reaching  to  from  20,000  to  30,000.  The 
same  holds  true  in  distinguishing  between  a  catarrhal  and  suppu- 
rative appendicitis,  and  the  progress  of  the  case  can  be  estimated  by  a 
daily  count ;  moreover,  the  leucocytosis  would  differentiate  it  from  in- 
testinal obstruction  and  typhoid  fever.  In  the  former  the  count  is 
rarely  increased,  especially  in  the  early  stages;  in  the  latter  the  count 
is  during  the  first  week  normal  or  subnormal,  almost  always  sub- 
normal during  the  rest  of  the  disease.  The  leucocyte  count  would  not 
serve  to  differentiate  between  typhoid  fever  and  grippe,  but  would  be 
of  value  in  diagnosticating  typhoid  from  appendicitis,  osteomyelitis, 
enterocolitis,  the  infectious  diarrhoeas,  pyaemia,  and  septicaemia.  In 
lobar  pneumonia,  in  which  an  early  diagnosis  in  children  is  often  im- 
possible, the  white  blood  count  would  assist,  a  marked  leucocytosis 
being  absent  only  in  the  very  mildest  infections  or  in  some  cases  that 
terminate  early  in  death ;  while  in  the  latter  cases,  once  the  diagnosis 
was  known,  an  absence  of  leucocytosis  would  cause  a  very  grave  prog- 
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nosis  to  be  given.  The  count  would  also  distinguish  between  septic 
and  tubercular  peritonitis,  and,  though  disputed  by  some,  probably 
between  septic  and  tubercular  meningitis.  Measles  has  no  leucocytosis, 
while  scarlet  fever  shows  from  17,000  to  30,000  white  cells;  diphtheria, 
tonsillitis,  and  acute  articular  rheumatism  also  gives  a  leucocytosis. 

As  to  the  technique,  a  red  blood  mixer  of  a  Thoma-Zeiss  hsemo- 
cytometer  and  a  bottle  of  one-third  per  cent,  glacial  acetic  acid  solu- 
tion in  water  can  be  always  carried;  when  a  patient  is  seen  in  whom 
a  count  is  desired,  the  mixer  is  filled  with  the  proper  amount  of  blood 
and  acetic  acid  solution,  the  whole  shaken  up  and  examined  later  at  the 
office.  The  writer  believes  that  no  error  arises  from  a  delay  of  one 
or  two  hours,  and  this  procedure  makes  a  leucocyte  count  much  more 
practicable  than  if  it  were  necessary  to  carry  the  microscope  and  make 
the  examination  immediately. 

Great  Britain. 

'  A  Case  of  Scurvy-Rickets  in  a  Boy  of  Twelve  Years. 

Edmund  Owen  {Brit.  Med.  Jour.,  Deccember  23,  1899)  reports 
the  following  case :  A  boy  twelve  years  old  was  brought  to  the  hos- 
pital ;  he  was  anaemic  to  the  last  degree,  feeble,  and  listless ;  his  legs 
were  motionless,  ankles  swollen  and  gums  spongy  and  bleeding.  He 
was  also  markedly  rachitic,  his  ribs  at  the  junction  of  the  costal  car- 
tillages  swollen,  as  were  also  the  carpal  ends  of  the  radial  diaphyses; 
on  account  of  the  swelling  it  was  not  possible  to  determine  the  condi- 
tion of  the  lower  ends  of  the  tibae.  Whether  the  rickets  began  in  in- 
fancy is  not  known.  The  mother  said  that  the  boy  would  not  eat 
fruit  and  vegetables,  and  took  very  little  milk,  so  that  his  diet  was  con- 
spicuously deficient  in  fresh  "living"  food.  After  ten  days  upon  a 
proper  diet  in  the  hospital  the  boy  looked  better,  his  ankles  became  less 
swollen,  he  moved  his  legs  a  little,  the  gums  lost  their  spongy  appear- 
ance and  ceased  to  bleed  and  blood  disappeared  from  the  urine. 

The  diet  of  rickets  is  the  diet  of  scurvy;  and  there  is  no  reason 
why  a  boy  of,  say  six  or  seven  years,  if  kept  upon  a  scorbutic  diet, 
should  not  develop  rickets ;  rickets  is  a  disease  of  infancy  probably  be- 
cause most  children  are  after  infancy  put  upon  a  mixed  diet.  The  writer 
believes  rickets  to  be  the  prescorbutic  stage  of  scurvy ;  there  is  no 
boundary  line,  the  former  passing  gradually  into  the  latter.  .The  writer 
thinks  that  scurvy  always  implies  rickets,  and  would  not  be  averse  to 
calling  the  disease  simply  scurvy.    "Haemorrhagic  rickets"  has  been 
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suggested  but  is  a  misnomer,  for  haemorrhage  is  not  a  symptom  of 
rickets,  whereas  it  is  a  most  characteristic  one  of  scurvy.  The  swell- 
ing about  the  lower  ends  of  the  tibiae,  also  about  the  lower  end  of  the 
femur  and  over  each  tarsus,  the  writer  considers  due  to  the  presence 
of  blood,  such  extravasations  having  been  found  post-mortem  in  a 
similar  case.  The  case  must  be  distinguished  from  septic  osteo-myelitis 
and  especially  from  rheumatism  and  infantile  paralysis. 

The  disease  is  more  likely  to  be  found  among  the  children  of  the 
rich  than  of  the  poor,  because  it  is  only  the  well-to-do  that  feed  their 
children  upon  patent  foods,  though  cow's  milk  may  do  the  same  thing 
if  pancreatized  or  scalded  and  continued  for  a  long  time.  If  artificial 
feeding  be  necessary  it  should  be  varied  from  time  to  time.  Another 
reason  why  the  children  of  the  poor  are  more  exempt  is  that  they  are 
likely  to  be  fed  from  an  early  age  from  the  table,  which  diet,  however 
wrong  physiologically,  does  at  least  not  tend  towards  rickets.  Rickets 
in  fact  seems  to  be  a  disease  of  civilization. 

Although  scurvy  is  occasionally  met  in  older  children,  this  case  is 
the  first  that  the  writer  has  seen  in  a  child  over  three  years  old. 

A  Case  of  Membranous  Conjunctivitis  treated  by  Antidiphtheritic 

Serum. 

A.  D.  McQueen  {British  Med.  Jour.,  December  30,  1899)  reports 
the  case  of  an  infant  of  eight  months  whose  palpebral  conjunctivas  were 
covered  a  whitish  membrane,  opaque,  of  considerable  consistency 
and  capable  of  being  removed  entire;  the  conjunctivae  did  not  bleed, 
but  were  congested  and  cedematous.  There  were  no  sore  throat  and 
no  glandular  enlargement.  The  membranes  reformed,  however,  and 
one  was  then  examined  bacteriologically,  with  the  demonstration  of 
the  diphtheria  bacillus.  The  membranes  formed  as  frequently  as  re- 
moved, and  two  days  after  the  child  was  first  seen  the  parents  con- 
sented to  the  use  of  serum,  six  c.c.  of  which  were  adminis- 
tered. The  following  day  the  membranes  were  less  opaque;  the  dose 
was  repeated  and  the  next  day  there  wa.s  but  a  trace  of  membrane, 
and  upon  the  day  after  that  the  eyes  were  clear.  No  recurrence  nor 
sequelae  occurred.  Clinically  the  case  had  appeared  like  one  of  simple 
croupous  conjunctivitis. 
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OBSTETRICS. 
United  States. 

On  the  Resuscitation  of  apparently  Dead  Newborn  by  Laborde's 

Method. 

Francis  Eustace  Fronczak  {Buffalo  Med.  Jour.,  January,  1900) 
says  that  this  method,  which  consists  in  the  rhythmic  traction  of  the 
tongue  by  two  fingers  covered  with  a  thin  cloth,  was  first  used  exclusively 
in  resuscitating  the  drowned,  those  who  stop  breathing  under  chloro- 
form, and  would-be  suicides  by  hanging,  but  later  it  has  been  used  suc- 
cessfully in  asphyxia  neonatorum.  The  number  of  tractions  to  a 
minute  should  be  about  25  in  an  infant.  The  action  results  in  a  reflex 
irritation,  referred  to  the  respiratory  center  through  the  motions  at  the 
base  of  the  tongue,  the  responding  nerves  being  the  superior  laryngeal, 
glosso-pharyngeal,  the  lingual,  and  finally  the  phrenic. 

This  method  of  recuscitation  has  many  points  to  recommend  it; 
first,  its  extreme  simplicity,  other  methods  requiring  more  or  less  skill 
or  experience.  It  should  always  be  used  while  the  body  of  the  child 
is  immersed  in  a  warm  bath,  thus  preventing  chilling.  Schultze's  method, 
while  most  ingenious  and  feasible,  has  some  drawbacks.  It  is  very 
tiresome  to  the  operator;  it  cannot  be  used  where  there  is  a  fracture 
of  the  clavicle  or  of  an  extremity ;  it  does  not  give  good  results  in  pre- 
maturely born  children;  and  in  the  low  rooms  of  the  poorer  classes 
it  is  often  impossible.  Schultze,  himself,  admits  the  value  of  Laborde's 
method  in  mild  degrees  of  asphyxiation,  but  doubts  its  efficacy  in  graver 
cases.  The  writer,  however,  cites  four  cases  of  profound  asphyxia  in 
his  own  practice,  in  which  Laborde's  method  was  successful  after  the 
more  ordinary  methods,  such  as  alternations  of  warm  bath  and  cold 
sprinkling,  insufflation,  suspension  by  feet  as  advised  by  Prochownik, 
and  Schultze's  method,  had  all  failed. 

Do  not  lose  courage  if  the  good  results  are  long  in  coming,  from 
ten  to  twenty  minutes  are  often  required.  The  tongue  at  first  will  give 
no  resistance,  soon  it  resists  positively,  then  a  mild  respiratory  move- 
ment, and  then  quiet.  In  a  short  time  the  respirations  become  stronger 
and  regular,  and  the  child  begins  to  cry. 

The  Conditions  Which  govern  Success  in   the  Sanger  Cesarean 

Section. 

Edward  Reynolds  (Obstetrics,  January,  1900)  speaks  on  this  sub- 
ject from  an  experience  of  fourteen  cases  without  mortality.  From 
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this  experience  and  the  puhlished  accounts  of  other  operators  he  de- 
rives two  conclusions:  First,  that  when  the  mother's  vitality  has 
been  seriously  lowered  by  septic  infection,  prolonged  labor,  or  compli- 
cating disease,  the  mortality  of  Caesarean  section  is  so  high  that  it  is 
unjustifiable.  Symphysiotomy  should  be  done,  if  possible;  if  not, 
craniotomy  to  the  living  child,  in  the  interests  of  the  mother,  should  be 
done.  If,  however,  the  mother's  condition  is  absolutely  hopeless,  ab- 
dominal section  may  be  performed  in  the  interests  of  the  child.  Second, 
that  when  the  mother  is  in  good  condition  the  Csesarean  section  is  so 
safe  that  it  may  be  used  unhesitatingly  at  term,  when  an  intra-pelvic 
delivery  would  be  fatal  to  the  child,  and  is  preferable  to  the  induction 
of  premature  labor,  as  far  as  the  infant  mortality  is  concerned.  The 
foetal  mortality  in  induced  premature  labor  is  fully  50  per  cent.,  while 
Csesarean  section  offers  the  best  possible  prognosis  for  the  child. 

In  these  favorable  cases  Csesarean  section  is  to  be  preferred  to  sym- 
physiotomy on  account  of  the  normal  and  easy  convalescence  following 
the  former,  but  in  infected  cases  the  latter  operation  is  to  be  chosen 
as  the  peritonaeum  does  not  have  to  be  opened. 

Still,  it  must  be  borne  in  mind  that  Caesarean  section  is  not  an 
operation  that  can  be  performed  with  safety  without  proper  prepara- 
tion and  great  care.  In  many  cases  the  question  as  to  whether  the 
operation  is  necessary  has  to  be  decided  at  the  time  of  labor,  for  while 
pelvic  measurements  are  an  important  factor,  they  do  not  furnish  an 
absolute  law,  owing  to  the  uncertainty  as  to  the  size  of  the  head.  More- 
over, so  long  as  it  remains  an  unusual  thing  for  pelvic  measurements 
to  be  made  during  pregnancy,  so  long  will  the  question  of  operative 
interference  in  primiparae  be  left  undecided  until  labor  is  established. 
In  multipara?  the  history  of  previous  pregnancies  with  loss  of  children 
is  of  more  importance  than  measurements,  and  preparations  for  a 
Caesarean  section  may  be  made  with  anticipation  of  a  good  result  for 
both  mother  and  child. 

The  high  mortality  reported  for  Caesarean  section  will  be  found, 
on  careful  study,  to  be  due  to  the  long  delay  and  bad  condition  of  the 
mother,  and  in  these  days  of  abdominal  surgery  and  careful  antisepsis 
the  life  of  a  child  should  be  as  good  a  reason  for  a  simple  abdominal 
operation  as  the  chronic  backache  for  which  such  operations  are  daily 
done. 

Chorea,  zvith  Report  of  a  Case  complicating  Pregnancy. 

T.  W.  Gallion  (Ibid.)  says  that  this  complication  is  very  rare, 
less  than  a  hundred  cases  having  been  placed  on  record.  From  the  na- 
ture of  the  disease  it  is  evident  that  anything  that  increases  the  im- 
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pressibility  of  the  nervous  system  will  aggravate  the  disease — and  this 
condition  we  have  in  pregnancy.  In  1 885  a  girl  of  fifteen  was  brought 
to  the  writer  with  a  well-developed  case  of  chorea.  There  was  a  history 
of  a  fall  and  injury  to  her  head  when  eleven  years  of  age  and  the  first 
choreic  movements  were  observed  the  following  night.  Her  mother 
was  a  delicate  woman  of  nervous  temperament.  Under  arsenic  and 
bromide  of  potassium  the  girl  was  practically  cured.  Returns  of  the 
choreic  movements  were  treated  in  the  same  way  with  good  results. 
In  1896  she  married  and  soon  became  pregnant.  All  her  symptoms 
became  greatly  aggravated.  She  had  incessant  headache,  swallowing, 
especially  of  liquids,  was  difficult,  the  choreic  movements  were  in- 
creased and  she  could  obtain  relief  only  by  the  use  of  chloral  and 
morphia.  The  urine  was  loaded  with  albumen  and  other  abnormal 
constituents.  Termination  of  the  pregnancy  was  under  consideration, 
but  at  the  end  of  the  seventh  month  labor  came  on  and  she  was  de- 
livered with  great  difficulty  of  a  still-born  foetus.  For  several  months 
she  was  nearly  free  from  all  trouble,  but  becoming  pregnant  again  the 
disease  became  progressive  until  at  the  same  period  of  pregnancy  as 
before  another  still-born  child  was  delivered.  Since  then  she  has  been 
comparatively  free  from  the  disease. 

The  Modern  Treatment  of  Face  Presentations. 

Gustav  Kolischer  {The  Memphis  Lancet,  January,  1900)  says 
that  as  the  first  stages  of  face  presentation  are  most  easily  treated,  its 
early  recognition  is  of  much  importance,  to  which  must  be  added  a 
complete  knowledge  of  all  the  details  of  the  position.  The  disad- 
vantages of  these  presentations  are :  liability  to  protracted  labor,  in- 
creased liability  to  perinatal  tears;  if  the  child  survives  the  long  labor 
there  is  often  so  much  swelling  of  the  lips  and  mouth  due  to  oedema 
and  haemorrhage  that  the  child  is  sometimes  unable  to  suck  or  even 
to  swallow. 

If  version  can  be  performed,  especially  where  there  is  even  the 
slightest  pelvic  contraction,  it  is  the  operation  of  choice.  But  where 
the  pelvis  is  ample,  the  face  not  fixed,  and  the  cervix  permeable  for  at 
least  four  fingers,  the  face  presentation  may  be  changed  to  an  occiput 
as  follows :  During  the  pains  the  hand,  whose  palmar  surface  corre- 
sponds to  the  foetal  back,  is  introduced  into  the  cervix  and  the  finger 
tips  placed  on  the  occiput;  the  other  hand  grasps  the  foetal  shoulder 
through  the  maternal  abdomen  and  pushes  in  an  oblique  direction  the 
thorax  from  below  upward  and  toward  the  opposite  side  of  the  uterus, 
while  the  internal  hand  draws  the  occiput  downward.  The  patient, 
during  this  operation,  is  placed  on  the  side  corresponding  to  the  foetal 
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back.  Anaesthesia  is  rarely  necessary.  Symphysiotomy  may  be  per- 
formed if  the  head  of  a  living  child  is  absolutely  fixed  in  a  contracted 
pelvis.  If  the  child  is  dead  craniotomy  is  the  most  expeditious  opera- 
tion. Prompt  interference  in  all  these  cases  will  usually  result  in  cor- 
rection of  the  position. 

Nursing  in  the  Lying-in  Period. 

Gustav  Kolischer  (Medicine,  January  1900)  calls  attention  to  a 
few  points  in  the  care  of  women  during  the  puerperium  which  if  ob- 
served add  to  the  comfort  and  safety  of  the  patient. 

Ergot,  when  administered  by  mouth,  frequently  produces  disturb- 
ance of  the  stomach  and  lower  intestinal  tract  without  assisting  involu- 
tion ;  in  such  cases  an  aqueous  solution  of  ergot  added  to  a  little  giycerin 
and  mixed  with  a  gill  of  warm  water  may  be  given  by  rectum  once 
in  twenty-four  hours  until  the  uterus  is  firmly  contracted. 

Catheterization  should  be  avoided  if  possible,  and  it  should  be  re- 
membered that  a  large  amount  of  fluid  is  lost  during  delivery  by  perspi- 
ration and  haemorrhage,  so  that  a  rapid  accumulation  of  urine  is  not 
usual,  and  usually  no  uncomfortable  accumulation  will  take  place  under 
twelve  hours.  A  warm  poultice  applied  to  the  urethral  opening  and 
gentle  pressure  over  the  bladder  will  often  induce  natural  micturi- 
tion. 

A  diagnosis  of  cystitis  is  often  made  where  there  is  only  desquama- 
tive catarrh.  A  microscopical  examination  of  the  urine  will  determine 
the  condition.  If  pus  is  absent  there  is  no  cystitis.  In  such  cases, 
where  there  is  severe  pain  and  a  feeling  of  heaviness  above  the  pubes, 
a  single  injection  of  iodoform  mixed  with  sterilizel  oil  will  give  relief. 
Glycerin  must  not  be  used,  as  it  increases  the  pain  and  irritability. 

If  there  is  pain  in  the  symphysis  or  sacroiliac  articulations,  or  per- 
manent pain  in  the  thighs,  some  distortion  of  the  pelvic  articulations 
should  be  looked  for.  A  firm  bandage  applied  to  the  pelvis  will  give 
comfort,  immobilize  the  joint,  and  avoid  any  exudate  or  fibrinous  de- 
posit in  the  joint. 

The  galvanocautery  is  the  best  treatment  for  fissures  of  the  nipples ; 
if  this  cannot  be  used,  a  four-per-cent.  solution  of  chromic  acid  may 
be  applied  with  a  brush. 

Eggs  should  not  be  given  to  patients  who  suffer  from  habitual  con- 
stipation or  flatulence.  Where  there  is  persistent  constipation  a  faradic 
current  of  moderate  intensity,  applied  preferably  by  a  roller  electrode, 
is  useful  in  stimulating  the  intestines.  Nervines  and  antispasmodics 
should  be  administered  where  hardened,  painful  nodules  appear  and 
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disappear  in  the  abdomen,  as  these  are  hysterical  or  neurotic  in  char- 
acter and  not  the  result  of  atonic  bowel  complications. 

Puerperal  Insanity. 

William  Hirsch  (Med.  Record,  January  6,  1900)  says  that  com- 
paratively few  psychiatrists  now  believe  that  puerperal  insanity  consti- 
tutes a  distinct  class  among  the  various  psychoses,  so  that  if  gestation 
has  any  part  in  the  production  of  insanity,  it  is  simply  as  one  of  many 
etiological  factors.  The  different  psychoses  observed  during  the  stages 
of  gestation  are  the  same  as  those  seen  in  other  patients. 

It  is  difficult  to  obtain  accurate  statistics  as  to  the  frequency  of  puer- 
peral insanity,  and  the  figures  quoted  are  often  misleading.  If  it  is 
considered  that  the  stages  of  pregnancy  and  lactation  take  nearly  two 
years,  and  that  in  some  countries  the  average  woman  has  five  or  six 
children,  it  is  evident  that  if  these  women  have  any  mental  disorder  at 
all  between  the  ages  of  twenty  and  forty  years,  they  have  fifty  per  cent, 
of  chances  to  be  classified  as  puerperal  cases.  It  remains  to  be  proven 
that  these  women  would  not  have  acquired  the  disease  as  readily  with- 
out pregnancy.  Ripping  reports  21.6  per  cent,  of  puerperal  psychoses 
in  an  institution  for  the  insane  filled  with  patients  from  the  lowest  walks 
of  life,  while  a  report  from  a  large  private  asylum  patronized  by  the 
wealthy  classes  shows  only  12.5  per  cent.  These  figures  do  not  prove 
that  insanity  is  more  frequent  among  the  poorer  classes,  for  quite  the 
contrary  is  the  case,  but  that  women  of  these  classes  bear  many  more 
children,  and  so  mental  disorders  happen  more  frequently  to  be  asso- 
ciated with  gestation.  French  statistics  show  a  very  low  rate  of  puer- 
peral psychoses,  for  the  simple  reason  that  French  women  have  fewer 
children,  yet  insanity  among  French  women  has  a  higher  percentage 
than  in  any  other  country.  These  figures  would  seem  to  show  that  ges- 
tation is  a  subordinate  factor  in  the  production  of  mental  disease. 

Moreover,  if  child-bearing  really  played  an  important  role  as  an 
etiological  factor,  it  would  be  expected  that  in  cases  of  so-called  puer- 
peral insanity  other  factors  should  be  less  than  in  ordinary  cases  of  in- 
sanity. On  the  contrary,  heredity,  a  most  common  factor,  occurs  in 
sixty-six  of  these  puerperal  cases,  a  higher  rate  than  is  usual  in  in- 
sanity generally.  Then,  too,  insanity  should  be  more  common  among 
women  than  among  men;  but,  if  anything,  it  is  a  trifle  more  common 
among  the  latter. 

Any  pregnant  woman  may  as  easily  acquire  a  mental  disease  as  any 
other  woman.  The  prognosis  depends  upon  the  history,  heredity,  health, 
and  general  classification.   The  important  question  in  the  psychoses  of 
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pregnancy  is  the  expediency  of  emptying  the  uterus.  As  far  as  any- 
direct  bearing  upon  the  offspring  authorities  differ,  but  the  writer's 
opinion  is,  that  aside  from  heredity,  the  child  will  not  be  influenced  by 
any  mental  disease  of  the  mother  during  pregnancy. 

In  reference  to  the  welfare  of  the  patient  herself,  if  she  is  physically 
in  good  condition,  there  is  no  ground  for  interference.  Some  classes  of 
melancholies  lose  weight  and  strength  rapidly,  and  refuse  to  take  food, 
so  that  the  general  nutrition  can  be  maintained  only  with  great  diffi- 
culty; in  such  cases  the  pregnancy  should  be  terminared.  So  also  in 
cases  of  acute  mania. 

There  are  certain  cases  of  hysteria  in  which  the  fear  of  having  chil- 
dren is  apt  to  produce  a  severe  mental  disorder.  These  cases  present 
a  difficult  problem  and  can  only  be  settled  according  to  the  individual 
case. 

During  the  process  of  parturition  transitory  disturbances  of  con- 
sciousness sometimes  occur.  This  is  most  common  in  unmarried  women 
in  whom  the  natural  excitement  is  increased  by  shame  and  sorrow. 
These  cases  resemble  psychical  epilepsy.  The  patient  becomes  suddenly 
agitated,  with  flushed  face  and  staring  eyes.  The  actions  are  impulsive 
and  inco-ordinated.  This  condition  usually  lasts  only  a  few  hours,  but 
is  of  medico-legal  significance,  as  many  cases  of  infanticide  are  due  to  it. 

Psychoses  which  occur  in  connection  with  parturition  are  produced 
(a)  by  trauma  in  cases  of  difficult  labor,  (b)  by  anaemia  and  exhaustion 
after  severe  haemorrhage;  (c)  by  intoxication  in  septic  cases  or  cases 
with  local  inflammations,  or  uraemia.  The  clinical  symptoms  of  these 
psychoses  consist  of  actual  delirium  which  either  leads  to  recovery  after 
a  short  time  or  passes  into  a  secondary  psychosis.  The  clinical  features 
have  nothing  specific,  similar  cases  being  produced  by  like  causes  in 
the  non-pregnant  state. 

Lactation,  as  such,  plays  no  role  in  the  production  of  insanity.  It  is 
due  to  other  circumstances  that  during  the  first  few  months  after  de- 
livery women  are  predisposed  to  nervous  and  mental  diseases. 
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The  Formative  Period  of  Uterine  Fibroids. 

Grace  Peckham  Murray  (Med.  Record,  December  2,  1899)  says 
that  many  theories  have  been  advanced  as  to  the  etiology  of  uterine 
fibroids,  but  they  may  be  included  in  a  few  distinct  classes. 
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Cohnheim  and  many  others  believe  that  fibroids  are  developed  from 
embryonic  tissue,  the  mesoblast.  Virchow  and  Winckel  think  that 
some  interference  with  the  blood-supply  disturbs  the  nutrition  of  the 
part,  and  fibroids  result.  Kleinwachter  ascribes  them  to  the  partial 
obliteration  of  the  capillaries  by  the  formation  of  round  cells,  thus 
producing  nodules.  The  theory  that  they  are  due  to  microbes  is  not 
without  its  supporters. 

If  definite  clinical  symptoms  leading  to  a  recognition  of  a  distinct 
formative  period  of  uterine  fibroids  could  be  determined,  some  pre- 
ventive treatment  might  be  suggested.  A  careful  history  of  ten  cases 
coming  under  the  writer's  observation  before  and  during  the  appear- 
ance of  fibroids  is  given,  and  from  these  cases  these  conclusions  may 
be  drawn  : 

1.  That  chronic  inflammatory  conditions  of  the  endometrium, 
uterine  parenchyma,  ovaries  or  tubes  are  powerful  predisposing  causes, 
and  there  is  a  direct  relation  between  hyperplasia  of  the  uterus  and  the 
formation  of  fibro-myomata. 

2.  Extreme  disturbances  of  the  nervous  system  precede  and  accom- 
pany the  formation  of  fibroids.  Insomnia,  headache,  and  hyperesthe- 
sia of  the  sensory  organs  are  present  in  a  marked  degree. 

3.  The  evolution  of  the  fibroid  from  the  fibromatous  centers,  when 
it  begins  to  take  on  growth,  is  exceedingly  rapid,  and  it  is  impossible 
to  tell  the  age  of  a  fibroid  from  its  size.  This  rapid  development  is 
the  reason  so  few  fibroids  are  recognized  in  their  incipiency.  The 
rapidity  of  growth  depends  upon  the  blood-supply,  which  is  determined 
by  the  location  of  the  nidus.  The  writer  agrees  with  Dr.  J.  C.  Irish, 
who  says :  "The  majority  of  fibroids  keep  on  growing  without  the 
least  regard  for  the  menopause.  In  fact,  often  at  the  time  of  the 
menopause  they  seem  to  take  a  new  lease  of  life."  If  they  increase 
during  pregnancy,  which  is  disputed,  it  is  due  to  increased  vascularity 
of  the  organ,  and  the  fact  that  all  muscular  structure  takes  on  growth. 

4.  Tt  is  possible  that  curettage  sometimes  acts  as  a  predisposing 
cause  for  these  tumors  on  account  of  the  violence  done  to  the  blood- 
vessels and  hastens  their  growth  by  concentration  of  the  blood-supply. 

Keiffer's  studies  in  regard  to  the  formation  of  fibro-myomata  have 
beeen  most  exhaustive  and  convincing.  He  demonstrated  that  the 
blood-supply  was  cut  off  from  the  uterine  tissue,  which  then  became 
condensed  into  whorls  of  fibrilla>,  afterward  developing  into  fibroids, 
which  obtained  their  blood-supply  from  the  surrounding  uterine  tissue. 
The  tumors  are  composed  of  a  histological  structure  differing  in  no 
way  from  the  normal  uterine  tissue,  except  in  the  concentric  arrange- 
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ment  of  fibrillae.  There  was  no  evidence  of  embryonic  tissue  or  new 
formation.  The  vascular  origin  of  these  tumors  seems  to  be  beyond 
question. 

The  "Saturation  Method"  in  the  Treatment  of  Laparotomy. 

Stewart  Lewis  {The  Thila.  Med.  Jour.,  Dec.  9,  1899)  says  that 
until  quite  recently  the  preparation  and  after-treatment  of  patients 
undergoing  laparotomy  was  to  deprive  the  system  of  water,  thus  stimu- 
lating the  absorptive  power  of  the  peritonaeum.  But  the  leading  meth- 
ods now-a-days  point  in  the  opposite  direction. 

In  abdominal  section  drainage  of  the  tissue-fluids  is  caused  by  the 
preliminary  purgation,  by  keeping  the  stomach  empty  to  avoid  vomit- 
ing after  the  ether,  and  by  loss  of  blood.  This  drainage  is  an  unavoid- 
able evil,  as  it  predisposes  to  shock,  tends  to  limit  absorption,  metab- 
olism and  excretion  and  to  the  production  of  many  unpleasant  symp- 
toms, and  should  be  provided  against  in  every  possible  way.  There 
are  two  primary  principles :  a.  The  intestinal  canal  should  be,  as  far 
as  possible,  empty  and  free  from  bacteria  or  their  products,  b.  The 
tissues  should  be  fluid  saturated  to  the  physiologic  limit.  Theoretically 
this  might  seem  to  favor  haemorrhage,  but  practically  it  does  not. 

Failure  in  the  first  point  may  result  in  annoyance  from  distended 
intestines ;  post-operative  flatulence,  painful  and  even  dangerous  in- 
testinal toxaemia,  predisposing  to  vomiting,  nephritis,  and  suppuration. 
By  limiting  the  diet  to  that  which  will  produce  little  gas  or  toxins,  by 
several  mild  purgations  instead  of  one  exhausting  one,  and  by  the 
use  of  intestinal  antiseptics,  then  with  a  final  cleansing  eighteen  hours 
previous  to  operation  with  two  or  three  grains  of  calomel  combined 
with  the  ordinary  a.  b.  s.  pill,  and  six  hours  previous  to  operation  the 
slow  injection  per  rectum  of  four  quarts  of  saline  solution,  with  spe- 
cial care  to  insure  long  retention,  the  bowel  at  time  of  operation  will 
he  clean. 

For  forty-eight  hours  preceding  the  operation,  copious  draughts 
of  water,  six  to  eight  ounces  every  two  hours,  are  given. 

After  the  operation  the  patient  is  given  one  quart  of  saline  solution 
by  rectum  while  still  narcotized.  If  there  is  shock,  or  deficient  ac- 
tion of  the  kidneys,  these  enemas  may  be  often  repeated,  with  great 
care  to  insure  retention.  As  soon  as  the  ether-vomiting  ceases  hot 
water  by  mouth  is  given  in  sufficient  doses  to  reach  the  stomach  hot. 

By  this  treatment  shock  is  lessened;  headache,  thirst,  and  wiry 
pulse  are  rare ;  the  irritable  bladder  is  unknown,  and  post-operative 
nephritis  seldom  occurs. 
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Abdominal  Hysterectomy  at  79. 

J.  F.  Baldwin  (Ibid.)  operated  on  a  woman  of  seventy-nine  on  ac- 
count of  sarcoma  of  the  fundus  of  the  uterus.  The  vagina  had  under- 
gone senile  atrophy  to  such  an  extent  as  to  render  that  route  imprac- 
ticable. The  operation  was  done  as  rapidly  as  possible,  the  abdominal 
incision  being  closed  by  through-and-through  sutures  of  silkworm 
gut  instead  of  in  layers  as  usual.  Convalescence  was  uninterrupted, 
and  the  patient  left  the  hospital  three  weeks  after  the  operation.  The 
patient's  general  condition,  previous  to  operation,  was  good;  no  arcus 
senilis  or  degeneration  of  the  arteries.  The  disease  was  causing  great 
pain,  and  even  if  there  should  be  a  recurrence,  it  would  very  probably 
be  less  painful,  and  for  a  time,  at  least,  she  would  be  free  from  suffer- 
ing.   Six  months  afterward  she  is  still  free  from  pain  or  recurrence. 

Obstruction  of  a  Deviated  Rectum  due  to  the  Encroachment  of  the 
Right  Uterosacral  Ligament. 

John  H.  Rishmiller  (Northwestern  Lancet,  December  15.  1899) 
reports  a  case  which  was  sent  to  him  for  a  gynaecological  examination. 
According  to  his  usual  rule,  a  rectal  examination  followed  the  vaginal, 
leading  to  the  above  diagnosis.  The  history  given  was  of  dysmenor- 
rhcea  and  severe  headache  during  the  whole  duration  of  each  monthly 
period.  Had  suffered  from  leucorrhoea  for  many  years.  When  two 
years  old  she  had  prolapse  of  the  rectum  which  was  easily  reduced  by 
her  mother.  Twenty  years  ago  she  jumped  from  a  fence  and  had  since 
had  more  or  less  pain  in  the  right  iliac  region  and  back.  This  had 
greatly  increased  recently.  Chronic  constipation  had  always  existed, 
and  recently  there  had  been  rectal  tenesmus  with  painful  defecation, 
while  the  faeces  were  narrow  and  flat. 

Vaginal  examination  showed  the  uterus  drawn  far  to  the  right  by 
the  indurated  and  shortened  uterosacral  ligament.  The  right  tube  and 
ovary  were  very  tender;  the  pelvis  was  slightly  contracted  and  the 
vagina  very  narrow. 

Rectal  examination  showed  that  the  rectum  deviated  to  the  right 
while  there  were  evidently  chronic  inflammatory  adhesions  to  the  utero- 
sacral ligament. 

Treatment :  The  right  uterosacral  ligament  and  the  adherent  rec- 
tum were  massaged  for  five  minutes,  three  times  a  week.  Each  mas- 
sage was  followed  by  a  tampon  saturated  with  the  following  prepara- 
tion. Ichthyol,  5  parts;  tr.  iodine,  3  parts;  glycerite  of  hydrastis,  42 
parts :  boroglyceride,  50  parts. 
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This  was  inserted  with  the  patient  in  the  knee-chest  position,  di- 
recting the  pressure  of  the  tampons  upwards  and  towards  the  right  side. 
The  tampon  was  removed  at  the  end  of  thirty  hours  and  followed  by 
a  hot  douche.  The  douche  was  repeated  every  six  hours  until  the  next 
treatment.  High  enemata  of  soap  and  water  and  cathartics  were  freely 
used.  Tincture  cinchonse  comp.  and  Fowler's  solution  of  arsenic  were 
given.  The  inflammatory  exudation  gradually  absorbed,  and  the  utero- 
sacral  ligament,  the  ovary  and  the  tube  as  well  as  the  rectum  became 
pliable  and  free  from  tenderness.  The  chronic  constipation  was  re- 
lieved and  the  patient's  general  condition  benefited. 

It  seemed  probable  that  at  the  time  of  the  reduction  of  the  rectal 
prolapse,  the  mesocolon  of  the  sigmoid  flexure  and  the  perirectal  tissue 
must  have  been  so  loose  as  to  allow  the  rectum  to  be  pushed  to  the 
right  and  subsequent  pelvic  inflammation  anchored  it  there. 

May  We  not  frequently  do  Great  Harm  rather  than  Any  Good,  by 
Otfice  Treatment  of  Female  Generative  Organs? 

Milo  Buel  Ward  {The  Jour,  of  the  Amer.  Med.  Assoc.,  January 
27,  1900)  says  that  while  local  pathological  conditions  that  can  be  seen 
through  the  speculum  may  be  benefited  by  judicious  local  applications, 
the  application  of  medicine  to  the  vaginal  vault  for  diseases  of  the 
ovaries  and  tubes  is  quite  as  scientific  as  it  would  be  to  wash  the  face 
in  bichloride  solution  for  the  cure  of  post-nasal  catarrh. 

Hyperplasia  of  the  uterus  may  derive  great  benefit  from  topical  ap- 
plications, and  displacements  of  that  organ  may  receive  some  perma- 
nent relief  from  tampons  of  cotton  or  wool,  saturated  with  boroglycer- 
ide,  and  placed  high  in  the  posterior  fornix  when  the  patient  is  in  the 
knee-chest  position. 

Any  treatment  of  the  endometrium  at  the  office  is  a  dangerous  pro- 
cedure although  common.  If  the  endometrium  must  have  medication 
the  patient  should  be  prepared  and  the  cervical  canal  completely  dilated, 
which  cannot  be  done  at  the  office.  The  time  spent  at  doctors'  offices 
by  women  with  diseased  tubes  and  ovaries  might  be  spent  at  home  in 
bed  with  more  benefit.  Another  danger  is  in  the  use  of  specula  and 
other  instruments  in  routine  practice  without  thoroughly  sterilizing  them 
after  each  case. 
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THE  MANAGEMENT  OF  PREGNANCY  OCCURRING  IN 
CONNECTION  WITH  MYOFIBROMATA  OF  THE 
UTERUS. 

By  A.  J.  C.  Skene,  M.D.,  LL.D.,  Brooklyn,  N.  Y. 

Fortunately  fibromata  of  the  uterus  cause  sterility  in  the  great 
majority  of  instances.  In  fact,  sterility  is  the  rule  in  the  submucous 
variety  of  these  neoplasms, — that  is  to  say,  when  the  tumor  is  located 
in  the  inner  layer  of  the  muscular  coat  of  the  uterine  wall.  Occa- 
sionally, though  very  rarely,  pregnancy  occurs  in  connection  with  a 
myofibroma  in  the  middle  layer  of  the  muscular  coat,  but  in  most  cases 
of  pregnancy  associated  with  myofibromata  the  tumor  is  situated  in  the 
outer  layer  of  the  middle  coat  of  the  wall  of  the  uterus.  This  indi- 
cates that  the  position  of  these  tumors  in  the  structure  of  the  uterus  has 
much  to  do  with  the  cause  of  sterility.  This  may  be  formulated  as 
follows :  In  the  submucous  variety  of  myofibromata,  pregnancy  is  ex- 
ceedingly rare,  less  so  in  the  interstitial,  and  most  common  in  the  sub- 
peritonaeal  varieties. 

The  size  and  location  of  these  tumors  are  also  the  chief  factors  in 
causing  the  complications  which  demand  special  treatment.  The  pres- 
ence of  small  tumors  of  the  subperitonseal  variety  do  not  as  a  rule 
seriously  complicate  pregnancy  or  labor.  It  is  safe  as  a  rule  to  let 
the  gestation  go  on  in  such  cases.  In  the  early  months  of  gestation 
conditions  often  arise  which  require  attention.  The  neoplasm  gen- 
erally causes  displacement  of  the  uterus,  which  aggravates  the  reflex 
disturbances  of  pregnancy  and  prevents  the  uterus  from  rising  up  out 
of  the  pelvis  as  it  increases  in  size.  To  state  this  in  another  way : 
Myofibromata  of  small  size  often  produce  incarceration  of  the  uterus 
in   the   pelvis   during   the   first   month   of   gestation,   and   if  not 
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relieved  promptly,  become  dangerous.  Replacing  the  uterus  and 
keeping  it  in  the  best  possible  position  usually  gives  relief,  and 
the  gestation  goes  on  to  time.  Labor  is  not  interfered  with  when  the 
tumor  is  separated  from  the  wall  of  the  uterus  (by  the  process  of  pe- 
dunculation)  sufficiently  to  permit  equal  muscular  contraction.  When 
the  tumor  is  closely  connected  with  the  muscular  wall  of  the  uterus, 
expulsive  contractions  are  inefficient  and  aid  to  delivery  is  required. 

I  have  in  mind  now  five  cases  of  pregnancy  accompanied  with  sub- 
peritoneal fibromata  that  went  to  full  time.  In  two  of  them  the  labor 
was  somewhat  tedious,  but  ended  normally ;  two  required  forceps  de- 
livery owing  to  inefficient  uterine  contractions,  and  one,  having  a  sessile 
tumor  of  about  four  inches  in  diameter,  was  delivered  by  version. 
All  of  these  recovered  and  the  tumors  diminished  in  size  during  post- 
partum involution. 

Tumors  larger  in  size  than  those  referred  to  above  are  more  dan- 
gerous to  pregnant  women.  This  is  especially  so  when  the  tumor  is 
connected  wholly  or  in  part  with  the  middle  layer  of  the  muscular  coat 
of  the  uterine  wall.  Such  cases  never  go  to  the  full  time  of  gestation. 
They  either  miscarry  or  die  from  secondary  affections.  Miscarriage 
under  such  circumstances  is  very  dangerous.  1  remember  several  cases 
of  this  kind  that  came  under  my  care  years  ago  and  were  sufficiently 
difficult  to  manage  to  impress  upon  me  the  need  for  more  efficient  means 
of  treatment.  In  one  there  were  several  tumors.  One,  the  largest 
was  attached  to  the  posterior  wall  of  the  uterus,  several  small  ones  were 
situated  here  and  there.  The  patient  suffered  very  little  from  these 
neoplasms  until  she  became  pregnant.  Then  she  had  much  pain  in 
the  uterus  and  great  nausea.  By  keeping  her  quiet  and  using  all 
the  ordinary  medical  means  of  giving  relief,  her  physician  kept  her 
along  until  four  and  a  half  months.  Then  she  was  taken  with  uterine 
pain  and  profuse  haemorrhage.  I  then  saw  her  and  found  the  cervix 
undilated.  The  haemorrhage  was  partly  controlled  by  tamponing  and 
the  uterine  pain  made  bearable  by  the  free  use  of  anodynes.  The 
haemorrhage  continued,  but  the  cervix  was  very  slow  in  dilating.  The 
vaginal  tampons  did  not  fully  stop  the  bleeding,  and  in  order  to  arrest 
it  and  help  the  dilatation,  it  was  necessary  to  pack  the  cervix  repeatedly. 
When  sufficient  dilatation  was  obtained,  the  ovum  presented,  but  was 
not  wholly  expelled  so  it  became  necessary  to  empty  the  uterus.  This 
was  difficult  owing  to  the  uterus  being  high  up  and  crowded  forward ; 
but  by  the  use  of  forceps  and  scoop,  the  delivery  was  completed.  The 
haemorrhage  during  and  after  the  delivery  was  alarmingly  profuse, 
and  as  the  contraction  of  the  uterus  was  imperfect,  it  was  necessary 
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to  pack  the  uterus  to  save  the  patient  from  bleeding  to  death.  Con- 
siderable fever  followed,  owing,  I  presume,  to  sepsis  from  the  unclean 
packing  and  the  acute  amaemia.  The  patient  recovered,  but  more  by 
good  luck  than  efficient  management. 

About  this  time  there  came  another  case  (having  a  tumor  about 
the  size  of  an  orange)  who  miscarried  at  the  fourth  month.  She 


began  with  having  uterine  pain  of  a  mild  form  and  free  haemorrhage, 
which  had  to  be  controlled  by  tamponing  for  over  forty-eight  hours. 
Then  the  bleeding  diminished  and  the  pains  became  severe,  and  at  the 
end  of  twenty-four  hours  more  she  expelled  the  foetus  and  placenta. 
There  were  free  post-partum  haemorrhages,  but  they  were  controlled 
by  ergot  and  manipulation.     The  patient  was  left  quite  weak  and  a 
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mild  metritis  followed,  which  continued  until  she  passed  from  my  care. 

Bad  as  these  cases  were,  others  far  worse  came  my  way.  One 
was  the  wife  of  a  physician,  a  delicate  lady,  who  had  suffered  for  years 
from  an  abdominal  tumor.  Her  menses  stopped  and  the  tumor,  which 
had  remained  about  the  same  for  some  years,  began  to  grow  faster. 
The  suppression  of  the  menses  was  attributed  to  her  anaemia  and  mal- 
nutrition, but  the  rapid  enlargement  of  the  abdominal  tumor  alarmed 
the  doctor.  When  I  saw  her  first  there  was  a  large  nodular  tumor 
filling  in  the  lower  two-thirds  of  the  abdomen  and  there  was  con- 
siderable free  fluid  in  the  peritonaeal  cavity.  All  the  nodules  or  sec- 
tions of  the  tumor  were  round,  smooth,  and  solid,  excepting  a  portion 
which  I  took  to  be  the  body  of  the  uterus  which  was  somewhat  soft, 
elastic,  and  obscurely  fluctuating.  Pregnancy  was  suspected,  but  as- 
there  were  none  of  the  positive  signs  of  gestation  present,  the  doctor 
did  not  fall  in  with  my  diagnosis.  An  obstetrician  of  note  was  called 
in,  and  after  several  examinations  decided  that  she  was  not  pregnant, 
but  had  a  fibrocystic  tumor  or  else  a  fibroid  tumor  of  the  uterus  and 
a  cystic  tumor  of  the  ovary.  The  tumor  kept  on  growing,  and  her 
health  failed.  The  stomach  and  kidneys  did  badly  and  finally  some 
peritonaeal  inflammation  came  and  ended  the  life  history.  At  the  post- 
mortem examination,  a  five  months'  gestation  was  found.  From  the 
close  relations  of  the  tumors  to  the  wall  of  the  uterus  and  the  obstruc- 
tion of  the  canal  at  the  junction  of  the  body  and  cervix,  I  am  confident 
that  the  uterus  could  not  have  been  safely  emptied  by  any  efforts  on 
the  part  of  the  patient  or  the  obstetrician.  This  opinion  is  based  upon 
experiences  in  similar  cases  in  which  the  process  of  emptying  the  uterus 
began,  but  ended  fatally.  I  remember  that  the  late  Dr.  Lusk  pre- 
sented to  the  New  York  Obstetrical  Society  a  uterus  with  the  history 
that  the  specimen  came  from  a  patient  who  had  become  pregnant  while 
she  was  carrying  the  tumors  presented  in  the  specimen.  The  gesta- 
tion went  on  to  about  four  months  and  a  half.  The  process  of  mis- 
carriage began,  but  progressed  so  slowly  and  was  attended  with  such 
free  haemorrhage  that  it  was  necessary  to  interfere.  To  empty  the 
uterus  was  exceedingly  difficult  owing  to  its  malposition,  the  deflec- 
tion of  the  canal,  and  its  inability  to  contract  owing  to  the  broad  and 
deep  attachment  of  the  tumors  to  its  wall.  In  fact,  a  portion  of  the 
placenta  could  not  be  removed  by  Dr.  Lusk  with  all  his  expert  skill. 
This  portion  of  the  placenta  was  found  in  a  pocket  of  the  distorted 
uterus  and  it  was  shown  in  the  specimen  to  be  a  mechanical  impossi- 
bility to  bring  it  away.  The  patient  died  of  exhaustion  and  sepsis, 
as  I  remember  the  history. 
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A  careful  study  of  the  cases  given  here,  and  others  that  have  come 
under  observation,  has  prompted  me  to  classify  myofibromata  of  the 
uterus  in  relation  to  child  bearing,  as  follows : 

First. — Submucous  tumors,  large  or  small,  cause  sterility  as  a  rule. 
(  1  have  only  seen  one  exception.) 

Scco>id. — Small  subperitoneal  myofibromata  do  not  always  cause 
sterility  nor  complicate  child-bearing  to  a  very  dangerous  degree. 

Third. — Interstitial  tumors,  unless  so  small  that  they  cannot  be  de- 
tected, and  large  subperitoneal  tumors  closely  connected  with  the 
muscular  tissue  of  the  uterus  do  not  cause  sterility  in  all  cases,  but 
they  are  most  dangerous  complications  of  gestation,  because  they  pre- 
dispose to  miscarriage  and  render  delivery  always  difficult,  often  im- 
possible, and  always  exceedingly  dangerous.  This  classification  facili- 
tated the  adaptation  of  treatment  to  the  indications  presented  in  each 
class.  Therefore,  according  to  present  opinions,  the  first  class  is  to 
be  left  out  of  account  in  this  discussion.  The  second  class  requires 
attention  in  the  first  months  of  gestation  in  order  to  keep  the  uterus 
in  position  and  aid  in  its  escape  from  the  pelvis  up  to  the  abdominal 
cavity,  and  finally  they  may  require  help  in  delivery  and  special  pro- 
tection from  post-partum  hemorrhage.  The  third  class  demand  hys- 
terectomy as  the  surest  means  of  saving  them.  This  statement  is 
made  with  a  full  appreciation  of  the  fact  that  some  cases  of  this  kind 
have  miscarried  and  lived — hence  the  extremely  conservative  practi- 
tioners might  argue  that  because  a  few  escape  with  their  lives  all  should 
be  permitted  to  take  the  risk  of  miscarriage.  But  in  opposition  to 
this  is  the  fact  that  those  who  live  through  a  miscarriage  are  few  and 
that  few  are  left  with  their  tumors,  which  always  impair  health  and 
usefulness,  and  many  of  them  eventually  require  hysterectomy  to  save 
their  lives.  Now,  while  I  cannot  follow  the  lead  of  the  dangerously 
conservative  and  am  equally  opposed  to  the  daring  and  aggressive 
surgeons  who  see  cause  to  do  hysterectomy  in  all  cases  of  myofibro- 
mata which  require  any  treatment  at  all,  I  still  insist  upon  the  state- 
ment already  made  that  all  cases  of  gestation  in  connection  with  myo- 
fibromaa  that  give  no  promise  of  going  to  full  time,  should  be  subjected 
to  hysterectomy. 

To  differentiate  those  that  should  be  operated  upon  and  those  who 
should  be  left  alone  is  not  very  difficult.  By  keeping  in  mind  the 
conditions  present  in  those  cases  related  who  went  to  full  time  and 
were  safely  delivered,  and  those  who  failed  to  complete  gestation  by 
miscarrying,  correct  conclusions  can  be  arrived  at  with  reasonable  cer- 
tainty. 
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The  time  to  operate  in  cases  which  require  hysterectomy  is  still 
a  question  for  consideration.  In  general  terms  it  may  be  stated  that 
when  gestation  has  been  diagnosticated  in  cases  of  the  third  class  given 
above,  the  operation  should  be  done.  There  are  those  who  refrain 
from  sacrificing  a  living  embryo  or  foetus  for  any  reason  or  purpose, 
and  I  am  guided  by  this  principle  myself  to  a  degree.  Therefore, 
hysterectomy  should  not  be  undertaken  until  there  is  evidence  that 
the  product  of  conception  is  no  longer  living.  According  to  my  ob- 
servation, .the  embryo  died  sometime  before  the  end  of  the  fifth  month, 
and  when  in  consequence  of  this  the  first  indications  of  a  miscarriage 
appear,  then  is  the  time  to  operate.  The  following  history  of  a  case 
in  point  will  answer  the  purpose  of  a  recapitulation  of  the  important 
facts  relating  to  the  subject. 

This  patient  was  a  well-developed,  strong  lady  who  had  always  had 
good  health.  She  was  36  years  old  when  she  came  under  my  observa- 
tion, and  had  been  married  four  years.  About  a  year  before  this  she 
noticed  that  her  abdomen  had  become  larger  than  formerly,  but  having 
perfect  health  she  paid  no  further  attention  to  herself  until  eight  months 
afterwards, — that  is,  on  July  13th,  1899.  That  was  the  time  for  her 
menstruation,  but  it  did  not  appear.  As  she  was  still  quite  well,  she 
waited  to  see  if  the  menses  would  return,  but  the  amenorrhcea  contin- 
ued and  the  abdominal  enlargement  became  more  noticeable.  These 
conditions  induced  her  to  seek  advice  on  September  28th.  Her  health 
was  excellent,  her  digestion  and  general  nutrition  were  normal,  and 
she  had  no  pain  or  discomfort.  At  the  examination  then  made,  an 
irregular,  hard,  nodular  tumor  was  found  which  extended  above  the 
umbilicus  about  two  inches.  The  tumor  was  made  up  of  three  large 
masses  and  several  small  ones.  One  of  the  larger  masses  was  slightly 
movable  upon  its  attachment  to  the  main  body  of  the  tumor ;  another 
mass  was  soft,  elastic,  and  obscurely  fluctuating.  This  mass  was  in 
front,  and  inclined  a  little  to  one  side.  By  the  vaginal  touch  the  uterus 
was  found  to  occupy  the  front  of  the  tumor.  The  cervix  uteri  was  of 
virgin  size,  shape,  and  density,  and  the  os  externum  was  smaller  than 
normal  and  was  not  congested  or  changed  in  color  to  any  noticeable 
degree.  The  mammary  glands  had  not  become  enlarged,  and  though 
there  were  changes  in  the  areola,  they  were  not  more  marked  than  is 
generally  found  in  cases  of  myofibromata  of  the  uterus.  There  were 
none  of  the  signs  or  symptoms  of  pregnancy  present  excepting  the 
amenorrhcea  and  the  enlarged  and  softened  uterus. — that  is,  admitting 
that  the  soft  mass  in  front  was  the  uterus. 

Fig.  1,  a  front  view  of  the  tumor,  shows  the  relations  of  the  uterus 
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to  the  myofibromata.  The  uterus  has  been  laid  open  to  show  the  foetus 
and  placenta.  The  question  in  diagnosis  between  fibrocystic  tumor 
and  gestation  and  myofibromata  was  decided  in  favor  of  gestation.  The 
patient  continued  in  good  health,  but  the  uterus  increased  in  size  so 
that  all  doubt  about  the  diagnosis  disappeared.  She  was  directed  to 
report  at  once  if  there  was  any  pain  or  haemorrhage  from  the  uterus. 

Irregular,  intermittent  pain  in  the  uterus  came  on  October  27th 
and  continued  for  about  two  days  and  then  subsided,  leaving  only  a 
slight  tenderness.  This  was  taken  as  evidence  that  the  foetus  had 
died  and  an  effort  had  been  made  to  throw  it  off,  and  that  then  was 
the  time  for  surgical  treatment.  Subsequent  examination  of  the  speci- 
men proved  this  to  be  the  facts  in  the  case.  Hysterectomy  was  per- 
formed December  nth,  1899,  and  the  recovery  was  the  easiest  and 
most  uneventful  that  has  ever  come  under  my  observation. 

Fig.  2  represents  a  section  of  the  tumor  including  one-half  of  the 
uterus  with  portions  of  the  placenta  in  position.  The  uterus  is  dis- 
tended, and  from  the  connections  of  the  uterine  wall  with  the  tumor, 
it  is  evident  that  the  uterus  could  not  contract  sufficiently  to  expel  its 
contents  or  control  post-partum  haemorrhage. 


INTESTINAL  ANASTOMOSIS  ;  CLAMP  AND  ENTEROTOME  ; 
A  MODIFICATION  OF  GRANT'S  ENTEROTOME ;  AN  AID 
IN  SUTURING.* 

By  Alexander  Hugh  Ferguson,  M.D.,  Chicago, 

Professor  of  Surgery,  Chicago  Post-Graduate  Medical  School;  Surgeon-in-Chief,Cliicago  Hospital,  etc. 

The  methods  employed  in  effecting  end  to  end,  lateral  and  end  to 
side  intestinal  anastomosis  may  be  put  into  three  classes : 

/.  Intra-intestinal  Methods. — The  severed  bowels  are  coapted  and 
held  together  by  means  of  plates,  buttons,  bobbins,  couplers,  rings, 
cones,  and  sutures. 

//.  Extra-intestinal  Methods. — The  continuity  of  the  bowel  is  re- 
stored or  a  new  passage  for  alimentary  contents  is  obtained  by  the  aid 
of  continuous,  interrupting  or  interlocking  sutures,  that  are  applied 
from  the  peritonaeal  surface  of  the  bowel. 

III.  Combination  Methods. — In  this  class  intra-  and  extra-intestinal 


*  Read  before  the  Chicago  Gynecological  Society  March  21,  igoo. 
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means  are  utilized.  One  portion  of  the  operation  is  done  by  mechanical 
supports  or  sutures  from  within,  and  it  is  finished  by  externally  sutur- 
ing the  serosal  surfaces  together. 


Fig.  1.    Intestinal  Clamp. 

The  history  of  intestinal  surgery  gives  priority  to  the  suture  as  a 
means  of  closing  wounds  of  the  bowels,  and  after  trying  many  in- 
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genious  devices  the  tendency  now  in  surgical  art  is  to  again  come  back 
to  the  needle  and  thread.    It  is  not  to  be  expected  that  all  contemporary 


Fig.  3.    Lateral  Anastomosis. 

surgeons  will  ever  adopt  the  suture  in  anastomosis  as  the  only  safe 
means  of  doing  the  operation,  because  (1)  mechanical  appliances  have 
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established  their  safe  usefulness;  (2)  there  are  conditions  that  occa- 
sionally arise  where  the  suture  is  not  the  best,  and  (3)  it  is  not  everv 


Fig.  4.    Lateral  Anastomosis.    Ferguson's  Continuous  Suture, 
surgeon  who  is  able  or  ever  can  acquire  the  skill  to  sew  neatly  and  ac- 


Intestinal  Anastomosis:  Clamp  and  Enterotome.  493 


curately.  Nature  is  wondrous  kind  to  the  suture  employed  in  almost 
any  other  part  of  the  body,  but  in  intestinal  work,  let  the  antiseptic  and 


Fig.  5.    Lateral  Anastomosis.    Cobbler  Interlocking  Suture. 

aseptic  precautions  be  what  they  may,  the  inaccurate  use  of  it  is  fol- 
lowed by  leakage,  septic  peritonitis  and  death.   Too  stout  a  needle,  too 
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coarse  a  thread,  too  much  space  between  the  sutures  are  palpable  causes 
of  failure.    In  enterorrhaphy  union  has  been  usually  aimed  at  through 


Fig.  6.    Lateral  Anastomosis.    Turck's  Interlocking  Suture. 


coaptation  of  the  smooth  serous  surfaces.  It  is.  however,  well  estab- 
lished that  serosa  has  no  tendency  to  become  adherent  to  serosa,  and. 
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only  does  so  in  response  to  traumatism  of  it,  allowing  plastic  lymph  to 
be  thrown  out  to  repair  the  damage.  The  needle  in  passing  through  the 
peritonaeal  coat  many  times  injures  it,  then  it  will  be  observed  that  at 
the  stitch-holes,  and  at  the  contused  and  lacerated  spots,  caused  by  the 


Fig.  7.    Lateral  Anastomosis.    Cushing's  Suture. 

tying  of  the  sutures,  the  so-called  "sero-serous  adhesion"  takes  place 
very  rapidly,  which  forms  the  primary  adhesion  of  the  bowels  and  is 
yet  to  be  supplanted  by  granulation  tissue,  etc.,  before  the  union  is  per- 
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manent.  If  the  stitches  are  too  far  apart,  not  properly  tied,  etc.,  the 
primary  adhesion  of  lymph  is  either  deficient  or  soon  gives  way  under 
the  slightest  stretching  of  the  gut.  The  more  serosa  left  between  the 
stitches,  the  greater  the  danger  of  leakage.  To  overcome  this  it  has 
been  recommended  to  freely  scratch  it  with  the  needle,  so  that  the  lymph 
would  be  thrown  out  abundantly.    It  has  been  found  if  the  serosa  is 


Fig.  8.     A.  Point  of  Ligation.      B.  Mucous  Membrane.     C.  Submucous.    D-  Muscular. 

E.  Serous. 

too  broadly  scarified,  that  undesirable  adhesions  form  at  the  sites  of 
traumatism.  The  bowel  must  not  be  scarified  beyond  the  line  of  sutures. 
All  that  is  necessary  is  to  remember  that  the  free  serosa  between  the 
stitches  is  the  smooth  hole  for  leakage,  and  a  single  scratch  over  it  from 
thread  to  thread  after  the  sutures  are  tied  is  sufficient.  It  must  also 
.be  borne  in  mind  that  the  primary  lymph,  even  though  very  abundant, 
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does  not,  when  the  stitches  are  too  far  apart,  prevent  leakage  from 
within  the  bowel,  for  organization  of  it  is  a  late  process. 

Some  surgeons  would  have  us  believe  that  union  by  "sero-serous 


Fig.  9.    Lateral  Anastomosis  of  small  to  large  bowel  atter  excision  of  Ctecum. 


lymph"  takes  place  more  rapidly  in  peritonaeum  than  "lymph  union" 
in  the  repair  of  other  soft  structures  of  the  body.    This  is  a  mistake. 
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The  plastic  material  (lymph)  is  exactly  the  same,  whether  it  comes 
from  the  injured  capillaries  of  the  serosa  or  from  the  capillaries  in  other 


Fk;.  io.  Gastro-enterostomy. 

soft  structures,  and  is  thrown  out  in  all  wounds  immediately  after  the 
injury. 
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It  has  been  established  by  Halsted  that  for  the  stitches  to  be  always 
safe,  the  firm  fibrous  submucosa  must  be  properly  grasped  by  the 


needle,  and  then  the  threads  can  be  tightly  tied  without  the  danger  of 
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them  tearing  through.  The  blood  supply  to  the  bowel  must  always  be 
preserved  at  the  mesenteric  border. 

The  physical  properties  of  the  bowel ;  its  contractility ;  its  elasticity ; 
its  resiliency ;  its  smooth,  slippery  surfaces ;  the  eversion  of  the  mucous 
membrane  when  it  is  cut,  and  its  thin  and  pliable  nature  have  always 
been  recognized  as  difficulties  in  the  way  of  rapid  and  safe  enteror- 
rhaphy.   The  danger  of  infection  of  the  peritonaeum  occurring  from  the 


Fig.  12.    End  to  End  Anastomosis. 

mucous  membrane  during  the  operation  may  have  been  exaggerated. 
Strict  cleanliness  is  all  that  is  required,  and  the  field  of  operation  should 
be  washed  off  with  salt  solution  before  returning  the  bowel  into  the 
:  abdominal  cavity.  The  more  carefully  the  intestinal  contents  are  pre- 
vented from  escaping,  the  less  the  danger  to  the  patient.  I  feel  more 
•confident  about  the  success  of  the  case  when  there  is  no  soiling  of  the 
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peritonaeum  with  intestinal  contents  at  the  time  of  the  operation,  even 
though  it  is  thoroughly  wiped  and  washed. 

For  successful  enterorrhaphy  special  attention  should  be  paid  to  the 
following : 

/.  Rapidity. — A  surgeon  who  sews  rapidly  has  a  great  advantage 


Fig.  13.    End  to  End  Anastomosis. 

over  his  fellows  in  intestinal  surgery  who  are  not  nimble-fingered. 
Some  people  are  naturally  slow  of  movement,  and  it  takes  an  enormous 
amount  of  practice  for  them  to  gain  speed  at  an  operation.  One  should 
acquire  practice  on  dogs,  but  rapidity  must  not  be  gained  at  the  expense 
of  efficiency.  The  rapid  operator  must  also  be  an  accurate  worker,  in 
order  to  be  eminently  successful.  It  must  be  recognized  that  no  small 
share  of  the  success  of  the  Murphy  button  and  modifications  of  it  has 
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been  due  to  (a)  rapidity  of  its  application,  and  (6)  to  the  efficiency 
with  which  leakage  is  prevented. 

77.  Soiling  of  the  Peritoneum. — This  should  be  guarded  against  as 
much  as  possible.  In  spite  of  intestinal  clamps  or  ligation  of  the  bowel 
with  gauze  or  rubber  bands,  a  certain  amount  of  soiling  of  the  peri- 


Fn;.  14.    End  to  End  Anastomosis. 

tonseum  is  liable  to  occur  while  operating.  The  more  the  intestinal 
mucosa  is  severed,  exposed  and  handled,  the  more  extensively  this  soil- 
ing takes  place.  In  order  to  prevent  infection  from  this  source,  all  the 
sewing  possible  should  be  done  before  the  intestines  are  cut,  and  this 
is  done  in  using  this  instrument. 
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///.  Leakage. — Leakage  between  stitches  usually  happens  within 
forty-eight  hours.  In  order  to  insert  stitches  rapidly,  accurately,  and 
so  efficiently  as  to  prevent  leakage,  the  bowel  must  be  evenly  and 
firmly  held.  Even  when  interlocking  and  cobbler  stitches  are  selected, 
anything  that  holds  the  bowels  evenly  and  steadily  together  is  invalu- 
able at  an  operation.  It  is  readily  acceded  to  that  any  instrument  or  ap- 
pliance that  facilitates  suturing  is  gladly  welcomed  by  the  surgeon. 
Several  of  these  have  been  devised  and  recommended.  Dr.  H.  H 
Grant,  of  Louisville,  Kentucky,  in  1S95  invented  an  enterotome  for 
lateral  anastomosis  that  has  high  merit.  It  is  favorably  commented  on 
by  Wyeth  in  his  text-book  on  surgery.  In  principle  it  is  constructed 
almost  similar  to  my  own.  Dr.  Laplace,  of  Philadelphia,  invented  for- 
ceps with  rings  at  their  end  to  grasp  the  cut  bowels  and  hold  them 
while  the  stitching  is  being  made,  and  are  then  removed. 

Similar  ones  in  principle  were  discarded  by  me  long  before  Laplace 
published  his  paper  on  anastomosis. 

Dr.  Halsted,  of  Johns  Hopkins,  has  called  our  attention  to  inflatable 
rubber  cylinders  which  he  uses  as  an  aid  in  suturing.  Treves  used 
rubber  bags  in  1882,  and  discarded  them. 

Bowel  Clamps. — The  bowel  clamps  (Fig.  1.)  which  I  here  present 
are  devised  to  be  applied  on  the  bowel  at  either  side  of  the  field  of  oper- 
ation for  the  purpose  of  preventing  the  escape  of  intestinal  contents 
while  operating.  They  are  composed,  as  you  see,  of  two  blades,  one  of 
which  is  fenestrated,  and  both  are  covered  with  rubber,  so  that  the  pres- 
sure does  not  come  directly  on  the  bowel  between  the  metal  of  the  two 
blades,  but  comes  on  the  rubber  itself.  This  pressure  is  controlled  by 
two  screws,  one  at  each  end,  which  can  be  regulated  to  a  nicety.  They 
are  so  constructed  that  pressure  can  be  applied  more  on  one  side  than 
the  other,  according  to  the  thickness  of  the  bowel.  They  hold  firmly 
and  securely  without  the  danger  of  damaging  the  intestinal  walls. 

Instrument. — The  clamp  and  enterotome  (Fig.  2.)  which  I  now 
show  you  consists  of  three  pieces,  the  two  halves  of  the  clamp,  and  a 
knife  which  slides  in  a  groove  between  them  when  the  instrument  is 
closed. 

Uses. — It  is  employed  in  extra-intestinal  methods  of  suturing  in  end 
to  end,  lateral,  or  end  to  side  anastomosis,  simply  as  an  aid  while  doing 
the  sewing.  It  is  easily  and  rapidly  applied  ;  it  minimizes  the  chances 
of  soiling  the  peritonaeum  with  intestinal  contents;  it  holds  the  bowels 
firmly  and  securely  together,  so  that  the  most  accurate  stitches  possible 
to  be  made  can  be  quickly  applied,  thus  greatly  lessening  the  liability 
of  leakage:  it  aids  in  completing  the  operation  except  the  small  hole 
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through  which  the  blades  of  the  clamp  entered ;  the  stitches  are  inserted 
first,  and  the  intestinal  walls  cut  afterwards ;  the  pressure  of  the  clamp 
on  the  blood  vessels  of  the  mucous  membrane  for  several  minutes  while 
sewing  is  being  made  lessens  the  tendency  to  haemorrhage,  and  the  new 


passage  made  between  the  bowels  may  be  of  any  size  deemed  necessary, 
thus  preventing  any  possibility  of  stricture  forming.  The  enterotome 
clamp  is  recommended  to  all  those  surgeons  who  prefer  extra-intestinal 
enterorrhaphy  to  other  methods  of  anastomosis.  Inasmuch  as  enteror- 
rhaphy  is  an  established  procedure  in  surgery,  anything  that  lends  as- 
sistance to  its  expeditious  and  safe  performance  is  desirable. 

Operations. — The  operations  that  may  be  safely  performed  with 
this  aid  are :  ( i )  Lateral  anastomosis.  Apply  the  bowel  clamps  on 
either  side;  bring  the  intestines  side  by  side,  hold  them  with  left  hand, 
make  a  small  puncture  into  each  with  a  sharp,  narrow-bladed  knife :  in- 
sert the  blades  of  the  enterotome  clamp  into  these  holes  as  far  as  de- 


Fig.  15.    End  to  End  Anastomosis.    Lambert  Suture. 
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sired ;  close  the  blades  of  the  clamp,  do  the  sewing — any  kind  of  stitch 
you  like — beginning  at  the  proximal  ends  of  the  blades  of  the  clamp  on 
the  upper  surface ;  go  around  the  end  to  the  under-surface,  then  turn 
the  under-side  of  the  clamp  uppermost,  insert  the  knife  between  the 
blades  and  cut  the  two  intestinal  walls  in  the  grasp  of  the  instrument, 
remove  the  knife,  open  the  blades  gently,  withdraw  the  instrument, 
continue  the  sewing  to  where  it  was  begun,  and  the  anastomosis  is 
completed.    (Fig.  3.) 


Fig.  16.    Ferguson's  Continuous  Suture. 


If  a  section  of  bowel  is  removed,  a  lateral  anastomosis  of  the  small 
bowels  can  be  done  with  the  aid  of  the  enterotome  clamp  (Fig.  7)  more 
easily  than  an  end  to  end,  just  close  the  ends  of  the  bowels,  and  bring 
them  together  overlapping  laterally.  A  rapid  way  of  closing  the  end 
of  the  bowel  is  to  tie  it  firmly  with  No.  1  chromoform  catgut,  which 
severs  the  mucosa  as  if  cut  by  a  knife  (Fig  8)  ;  curette  away  the 
mucosa  distal  to  the  ligature  and  then  it  is  safe  to  leave  it  without  any 
further  suturing  being  done  where  rapid  work  is  speciallv  indicated. 
This  method  is  successful  in  the  dog. 

Inverting  the  ends  of  the  bowel  is,  in  my  opinion,  preferable  to  the 
simple  ligature. 

In  cases  demanding  excision  of  the  caecum  it  is  not  practicable  to 
make  an  end  to  end  anastomosis  with  safetv,  and  it  is  not  absolutely 
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necessary  to  perform  an  end  to  side  anastomosis,  but  a  lateral  one  is 
executed  in  its  stead  (Fig  9),  with  the  help  of  the  enterotome  clamp. 

Gastroenterostomy  and  Pyloroplasty. — These  operations  may  be 
performed  as  represented  in  Figs  10  and  11,  and  one  successful  gastro- 
enterostomy was  done  by  me  by  aid  of  the  enterotome  clamp  on  a  man 
with  cancer  of  the  pylorus,  but  judging  from  a  few  dogs  that  die  from 
haemorrhage  from  the  mucous  membrane  of  the  stomach  in  gastro- 
enterostomy with  it,  I  should  be  chary  in  doing  it  again  on  the  human 
unless  it  can  be  shown  that  a  through  and  through  cobbler,  or  other 
interlocking  stitch  is  free  from  the  danger  of  sepsis,  then  there  would 
be  no  fear  of  haemorrhage.  In  this  direction  further  experimentation 
is  commendable. 

End  to  End  Anastomosis. — To  perform  an  end  to  end  anastomosis 
with  this  instrument  it  is  necessary  to  restore  the  continuity  of  the  in- 
testines temporarily,  and  then  proceed  to  use  the  device.  Bring  the 
two  cut  ends  of  the  bowel  together  laterally ;  unite  all  four  walls  by 
means  of  a  continuous  suture  of  catgut  (Fig  12)  ;  straighten  the  bowel 
out,  bringing  the  severed  ends  together ;  make  a  small  incision  into  the 
bowel  on  each  side  of  the  continuous  suture  (Fig.  13)  on  the  free  side 
of  the  bowel;  insert  the  instrument  (Fig.  14)  ;  complete  the  suturing; 
cut  the  continuous  suture  with  the  knife ;  remove  the  blades,  close 
the  small  hole,  and  the  end  to  end  anastomosis  is  performed  (Fig.  15). 

While  I  do  not  think  that  this  is  the  best  method  at  our  command 
for  an  end  to  end  anastomosis,  still  I  am  convinced  that  of  the  extra-in- 
testinal methods  of  end  to  end  enterorrhaphy  this  is  the  best.  In  deal- 
ing with  the  large  bowel  in  man  when  an  end  to  end  is  necessary,  I  am 
at  present  inclined  to  continue  to  use  two  rows  of  sutures.  I  have  been 
so  successful  with  the  Czerny-Lembert  method  that  I  should  hesitate 
to  do  anything  else  except  in  some  rare  instances  where  suturing  could 
not  be  done,  but  it  was  quite  easy  to  use  a  Murphy  button. 

Let  me  now  present  to  you  a  continuous  suture  which  I  call  a  "half- 
back continuous  suture."  (Fig.  16.)  The  advantage  of  using  it  in 
preference  to  other  forms  of  continuous  sutures  is  that  there  is  less 
liability  for  the  stitches  to  loosen  while  being  used,  and  is  therefore 
safer. 

Experiments. — In  conclusion,  allow  me  to  draw  your  attention  to 
experiments.  Some  six  months  ago  I  requested  Dr.  R.  C.  Turck,  Pro- 
fessor of  Anatomy  and  Operative  Surgery,  Post-Graduate  Medical 
School,  to  try  my  method,  and  to  get  his  classes  in  experimental  work 
to  perform  intestinal  operations  with  the  aid  of  my  enterotome  clamp. 
The  following  is  submitted  by  him  : 


Willis  E.  Ford,  M.D. 


With  the  exception  of  four  operations,  Xos.  i,  n,  22  and  23,  the 
above  were  performed  by  men  who  had  never  done  intestinal  enteror- 
rhaphy.  The  result  here  shown  with  the  enterotome  clamp  under  these 
conditions  is  excellent.  There  were  six  deaths :  Two  died  from  shock 
(Nos.  2  and  21)  ;  two  died  from  leakage,  and  one  died  on  third  day  (no 
post-mortem),  which  was  most  likely  due  to  leakage;  Xo.  19,  gastro- 
enterostomy, died  of  haemorrhage  from  gastric  mucous  membrane. 
This  only  includes  two  of  my  own  experiments.  What  I  wish  to  show 
is  that  the  enterotome  clamp  must  be  an  aid  in  enterorrhaphy  when  in 
the  hands  of  the  inexperienced  the  results  are  surprisingly  good,  as 
demonstrated  by  the  above  record. 


CANCER  OF  THE  UTERUS* 
By  Willis  E.  Ford.  M.D., 

Gynaecologist  St.  Luke's  Hospital,  Fellow  American  Gynaecological  Society,  Utica,  N.  V. 

Our  interest  in  cancer  and  its  treatment  is  likely  to  increase  rather 
than  to  diminish  because  our  inability  to  cure  advanced  stages  of  it, 
rather  adds  to  the  terror  with  which  we  contemplate  it  in  our  patients. 
The  sad  case  of  unrecognized  cancer  past  the  possibility  of  surgical 
help,  is  always  before  us.  If  anything  further  was  necessary  to  revive 
our  interest  in  the  study  of  cancer,  it  is  the  fact  that  the  tendency  of 
statistics  and  the  statements  of  many  distinguished  men  incline  us 
to  believe  that  cancer  is  on  the  increase,  and  that  the  higher  grades  of 
■civilization  are  more  likely  to  suffer  from  its  ravages  than  the  less  civ- 
ilized types  of  humanity. 

It  is  estimated  that  of  all  persons  dying  of  cancer  the  world  over 
one-fourth  of  them  are  women  with  cancer  of  the  womb.  It  is  also 
stated  that  of  all  women  who  die  of  cancer,  one-third  of  them  have 
disease  of  the  uterus.  The  uterus,  therefore,  comes  next  to  the  stomach 
and  the  breast  as  the  favorite  seat  of  this  malignant  disorder. 

The  first  five  years  after  the  menopause  is  the  time  in  which  the 
disease  is  most  frequently  encountered.  It  is  more  often  found  in 
•married  than  in  unmarried  women,  and  the  greater  number  of  children 
borne  the  greater  the  tendency  seems  to  be  for  the  development  of 
■cancer.    It  is  noteworthy  that  most  modern  observers  give  more  sig- 

*  Read  before  Oneida  County  Medical  Society,  January  9,  1900. 
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nificance  than  formerly  to  traumatic  disturbances  of  the  neck  of  the 
womb  as  causes  of  cancer.  The  presence  of  small  tumors  or  of  cystic 
degeneration  about  the  site  of  an  ancient  scar  and  frequent  inflammatory 
attacks,  seem  also  to  exert  a  powerful  influence  in  producing  cancer. 
We  have  no  exact  knowledge,  however,  of  the  specific  cause  of  cancer- 
ous growths,  and,  therefore,  have  not  yet  arrived  at  anything  like  the 
prevention  of  the  disease.  We  are  fortunate,  indeed,  if  we  are  able 
to  recognize  it  early  enough  so  as  to  extirpate  it  entirely. 

Pathologists  state  that  the  reason  why  cancer  occurs  so  often  in  the 
neck  of  the  womb,  is  that  in  the  development  of  the  foetus  the  squamus 
epithelium  of  the  sinus  urogenitalis  meets  and  unites  with  the  cylin- 
drical epithelium  of  Midler's  ducts  at  the  external  mouth  of  the  cervix. 
That  this  junction  of  tissues  of  different  embryonical  origin  having 
cells  of  different  shape  and  often  in  excess  of  the  actual  need,  becomes 
a  focus  for  tumor  matrix.  Such  tumor  matrix  may  remain  inert  for 
years,  and  perhaps  would  remain  inactive  forever,  if  some  inflammatory 
or  traumatic  cause  did  not  produce  a  shrinking  of  the  submucous  con- 
nective tissue,  and  thus  allow  the  entrance  of  these  cells  to  the  deeper 
tissues.  Taking  this  into  account,  it  seems  reasonable  that  the  slow  dis- 
appearance of  the  submucous  connective  tissue  after  the  climacteric, 
might  also  tend  to  promote  a  rapid  growth  of  the  cancerous  matrix. 
This  may  explain  the  reason  why  cancer  of  the  body  of  the  uterus  is 
rarer  than  that  of  the  cervix. 

It  is  not  to  be  supposed  that  cancer  as  seen  by  the  gynecologist 
differs  in  any  way  in  its  structure  or  natural  life  history  from  cancer 
seen  in  other  parts  of  the  body  by  the  general  surgeon  or  general  prac- 
titioner. The  great  vascularity  of  the  genito-urinary  tract  and  its  rich 
supply  of  lymphatics,  and  the  little  resistance  that  is  offered  by  the  tis- 
sues that  immediately  surround  the  genito-urinary  organs,  make  it  more 
difficult,  perhaps,  to  deal  with  malignant  growths  in  this  region  than 
with  those  in  other  parts  of  the  body.  A  very  small  spot  of  local  in- 
fection, as  for  instance,  at  the  neck  of  the  womb,  is  more  likely  to  in- 
filtrate the  glands  beyond  the  reach  of  the  surgeon's  knife  than  we 
would  expect  the  same  sore  to  do  in  another  part  of  the  body. 

Another  of  the  difficulties  encountered  by  gynaecologists  is  the  fact 
that  it  is  very  often  beyond  the  hope  of  removal  when  the  cancer  is 
made  known  to  the  physician.  This,  probably,  does  not  apply  with  more 
force,  however,  to  the  genito-urinary  tract  than  it  does  to  the  breast. 
The  feeling  which  prevents  the  disclosure  of  these  maladies  to  the  phv- 
sician  is  inherent  in  the  human  race,  and  probably  no  amount  of  edu- 
cation will  materially  change  this  tendency.   The  fact,  however,  that  the 
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family  physician  is  spoken  to  frequently  about  symptoms  which  in- 
dicate something  wrong  in  the  pelvis,  and  he  does  not  then  make 
an  examination  for  himself  and  thereby  discover  serious  lesions  earlier 
than  he  would  otherwise  do,  is  a  matter  that  has  been  much  criticised. 
The  general  interest  which  is  now  shown  by  the  profession  everywhere 
will  remedy  this  error,  so  that  the  propertion  of  cancers  that  are  inop- 
erable when  they  come  to  the  hands  of  the  surgeon  will  steadily  de- 
crease. 

I  take  it  that  all  surgeons  agree  essentially  to  the  main  proposi- 
tion, that  the  early  removal  of  a  localized  cancerous  deposit  will  give 
better  results,  both  as  to  the  saving  of  life  and  as  to  the  relief  of  suf- 
fering, than  any  other  method  of  treatment.  All  men,  however,  do  not 
agree  as  to  the  conditions  which  forbid  surgical  interference,  and  hence 
the  attempt  is  made  to  relieve  many  cases  by  surgical  procedure  which 
are,  in  fact,  beyond  all  hope,  and  in  which  life  cannot  even  be  pro- 
longed. These  desperate  cases  with  numerous  failures  in  the  hands 
of  operators  have  caused  women  to  shun  the  surgeon,  and  have  brought 
unmerited  discredit  upon  surgery.  Theoretically,  it  ought  to  be  pos- 
sible by  early  operation  to  save  as  many  cases  of  cancer  of  the  uterus  as- 
of  cancer  of  the  lip.  This  would  mean  that  the  cases  must  be  seen  and 
operated  as  early  in  the  one  case  as  in  the  other.  This  has  never  been 
possible,  and  probably  never  will  be  possible  for  obvious  reasons. 

As  to  the  variety  of  cases,  I  think  little  distinction  need  be  made 
by  surgeons,  excepting,  perhaps,  that  sarcoma  differs  in  its  life  his- 
tory from  the  more  common  forms.  Primary  cancer  may  be,  and  is 
found  in  almost  every  part  of  the  genito-urinary  tract.  The  necessity 
for  an  examination  by  a  competent  pathologist  of  the  cuttings  from 
any  suspicious  looking  sore  about  the  genitalia,  is  well  recognized 
by  all  men  who  see  much  of  uterine  troubles.  I  am  convinced  that  no 
man  can  make  a  diagnosis  of  a  primary  cancer,  for  instance,  of  the 
vaginal  wall  or  of  the  labium,  excepting  by  the  use  of  the  microscope. 
It  ought  to  be  comparatively  easy  for  the  general  practitioner  to  secure 
such  cuttings  and  to  send  the  specimen  to  a  competent  pathologist  in 
a  nearby  town.  Almost  every  town  of  importance  has  at  least  one  man 
who  is  competent  to  pass  upon  such  specimens,  and  to  give  definite 
information  as  to  whether  they  are  malignant  or  not.  There  is  so  little 
difficulty  in  doing  this  that  I  am  surprised  that  many  good  physicians 
neglect  it,  though  their  attention  has  been  called  to  the  matter  by  their 
clients,  so  that  the  time  has  passed  for  successful  surgical  interference 
when  the  patient  is  brought  to  the  gynecologist.  The  truth  of  it  is 
that  the  bulk  of  errors  in  diagnosis  made  by  both  physicians  and  stir- 
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geons  is  due  to  a  lack  of  energy  rather  than  to  any  lack  of  intelligence; 
and  to  the  hesitation  to  take  a  little  trouble  to  find  out  the  exact  nature 
of  any  ailment  that  does  not  seem  to  be  an  emergency.  This  requires 
a  keen  sense  of  responsibility  on  the  part  of  the  doctor  and  some 
physical  energy  as  well  as  mental  comprehension. 

It  is  perfectly  true  that  the  results  obtained  from  surgery  for  cancer 
are  less  satisfactory  when  the  disease  is  located  about  the  vagina,  blad- 
der, or  uterus,  than  when  the  disease  is  found  in  some  other  parts  of  the 
body.  I  am  convinced,  however,  that  this  is  due  to  no  other  cause  than 
the  lateness  of  discovery  and  consequent  lateness  of  operation  on  these 
growths. 

Concerning  cancer  of  the  uterus,  which  is  the  most  important  of 
all  organs  attacked  by  malignancy,  the  literature  is  abundant  and  is  the 
common  property  of  all  students  of  medicine,  and  I  shall  not  attempt 
to  speak  exhaustively  on  the  subject.  The  two  general  types  of  dis- 
ease are  the  epithelial  growths  which  spring  from  the  cervix  and  finally 
invade  the  adjacent  vaginal  wall  with  a  fungous  mass,  rapidly  breaking 
down,  bleeding  and  sloughing;  and  the  adenocarcinoma  springing 
from  just  inside  the  cervical  canal  and  causing  a  slow  excavation  of 
the  cervical  tissues,  with  frequent  haemorrhage  and  profuse  discharge. 
When  the  epithelial  variety  occurs  within  the  body  of  the  uterus  there 
is  a  profuse  watery  discharge  and  the  same  fungous  mass  growing  in  the 
cavitv  of  the  body  the  uterus,  and  sometimes  not  invading  the  neck  at  all, 
but  liable  to  extend  outward  through  the  Fallopian  tubes  and  into  the 
broad  ligaments.  This  condition  may  last  for  months  before  any  real 
haemorrhage  occurs,  but  there  is  a  watery  discharge  which  is  persistent 
and  acrid,  and  which  ought  to  be  noticed  by  the  physician  if  his  atten- 
tion is  called  to  it.  In  people  of  advanced  life  it  is  impossible  to  make 
an  accurate  diagnosis  from  these  symptoms  so  as  to  exclude  senile 
endometritis,  excepting  by  the  use  of  the  microscope. 

Sarcoma  is  a  distinctive  type  of  cancer  which  may  either  spring  from 
the  uterine  mucosa  or  from  the  muscular  wall  of  the  uterus.  Some- 
times it  appears  as  a  polypoid  growth.  Sarcoma  is  much  more  com- 
mon in  young  women  and  presents  many  of  the  symptoms  of  car- 
cinoma, but  in  the  cases  I  have  seen  in  the  uterus  they  have  differed  in 
slowness  of  growth  and  in  the  length  of  time  that  elapsed  before  invasion 
of  the  adjacent  glands  began.  The  prospects  of  a  cure  by  operation 
are  good  in  sarcoma  as  in  the  other  forms  of  cancer,  but  a  recurrence 
has  almost  always  taken  place  after  incomplete  extirpation,  and  that 
very  soon.  Sarcoma  in  other  parts  of  the  genito-urinary  tract  is  looked 
upon  as  one  of  the  curiosities  of  pathological  conditions  rather  than 
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otherwise.  These  growths  are  sometimes  found  to  be  mixed  conditions 
of  sarcoma  and  carcinoma. 

Several  years  ago  I  attempted  to  remove  a  tumor  from  a  woman  who 
was  septic  and  whose  condition  did  not  warrant  her  being  moved  from 
her  house  and  hardly  from  her  bed.  The  discharge  from  the  sloughing 
condition  was  so  offensive  as  to  have  invaded  the  whole  house.  A 
tumor  the  size  of  a  cocoanut  was  projecting  from  the  vulva,  which  felt 
like  a  fibroid,  but  I  could  find  no  pedicle  and  thought  the  failure  to  do 
this  was  due  to  the  fact  that  the  tumor  occupied  pretty  much  all  the 
available  space.  I  attacked  it  after  the  French  method  of  morcellation 
and  after  removing  several  pounds  of  tissue  I  still  found  no  pedicle.  I 
passed  ligatures  outside  my  incisions  and  kept  on  until  I  got  to  the 
top  of  the  vagina,  and  finding  no  pedicle  I  desisted.  The  woman  got 
well  apparently  but  after  some  six  months  another  protrusion  took  place 
from  the  vagina  nearly  as  large  as  a  child's  head.  She  was  not  septic 
this  time  and  was  brought  to  the  hospital  and  I  repeated  the  previous 
operation  with  the  same  result,  finding  a  growth,  which  had  been  iden- 
tified by  this  time,  much  larger  and  protruding  into  the  abdominal 
cavity.  I  opened  the  abdomen  and  found  that  the  sarcoma  was  at- 
tached to  the  sides  of  the  pelvis  and  apparently  springing  from  the 
broad  ligaments  on  each  side,  and  entirely  inoperable.  I  ligated  what 
blood  vessels  I  could  and  the  woman  made  a  good  recovery  and  went 
home,  and  some  two  years  afterward  was  reported  in  fair  health.  This 
woman  took  protonuclein  for  a  long  time  and  afterwards  thyroid  ex- 
tract. 

A  very  practical  question  arises  as  to  whether  myoma  does  not  occa- 
sionally become  cancerous.  The  answer  of  the  pathologists  is  that  it 
may  become  cancerous.  Hence  the  great  difficulty  that  every  man  ex- 
periences in  drawing  the  line  between  the  innocent  and  the  malignant 
growth. 

The  most  interesting  topic  concerning  these  growths  is,  perhaps,  the 
causation.  While  the  statement  of  Thomas  Addis  Emmet  made  some 
twenty-five  years  ago,  that  cancer  of  the  neck  of  the  uterus  rarely  oc- 
curred excepting  there  had  been  laceration  due  to  childbirth,  was  largely 
rejected  by  the  school  of  modern  surgery.  The  tendency  nowadays  is 
to  place  more  significance  upon  the  injuries  produced  by  childbirth  than 
we  did  ten  years  ago.  Statistics  conclusively  show  that  injuries  to 
the  neck  of  the  womb  have  usually  preceded  by  some  years  the  dis- 
covery of  cancer  in  that  region;  and  while  even  five  years  ago  the  ad- 
vanced gynaecologist  was  accustomed  to  pay  little  attention  to  tears 
at  the  neck  of  the  womb,  the  concensus  of  opinion  to-day  is  that  all 
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such  injuries  ought  to  be  carefully  watched,  and  that  a  tear  that  re- 
mains in  an  inflamed  condition  or  has  any  cystic  degeneration  accom- 
panying it  in  the  neck,  demands  a  thorough  excision  and  repair,  or  else 
amputation  of  the  neck  of  the  womb. 

Small  fibroid  tumors  in  the  wall  of  the  uterus  that  begin  to  bleed 
badly  also  demand  a  hysterectomy.  I  notice  in  Kelly's  book  that  he 
thoroughly  endorses  a  systematic  observation  of  all  cases  where  there 
has  been  even  a  slight  laceration  in  childbirth;  so  that  if  haemorrhage 
occurs  or  a  cystic  degeneration  of  the  neck  begins,  an  operation  may 
be  done  early.  Most  men  now  believe  that  where  a  complete  hyster- 
ectomy can  be  done  it  should  be  performed,  even  though  the"  can- 
cer be  located  in  the  neck  of  the  uterus  and  apparently  confined  to  the 
neck — though  there  are  still  those  who  advocate  high  amputation  and 
claim  good  results  from  it. 

It  is  undoubtedly  true  that  many  hysterectomies  have  been  done  for 
old  women  where  bleeding  was  the  chief  symptom,  the  cases  being 
conditions  of  senile  endometritis  and  requiring  only  curetting. 

I  do  not  think  it  is  too  much  to  say  that  every  woman  past  thirty 
years  of  age  who  has  slight  bleeding  upon  unusual  exertion,  whether 
she  is  known  to  have  a  tear  in  the  neck  of  the  womb  or  not,  ought  to 
be  thoroughly  examined  and  kept  under  continuous  observation  so 
long  as  this  bleeding  continues.  Any  woman  who  has  passed  the  meno- 
pause and  who  has  any  haemorrhage  or  water  discharge,  not  like  an 
ordinary  leucorrhceal  discharge,  ought  to  be  kept  under  observation; 
and  if  any  thickening  or  degeneration  of  the  neck  of  the  uterus  or  endo- 
metrium is  found,  a  specimen  ought  to  be  submitted  to  the  microsco- 
pist.  In  every  case  where  the  neck  of  the  womb  has  been  torn  to  ony  con- 
siderable extent,  and  there  is  found  cystic  degeneration  in  the  scar 
tissue,  or  a  tendency  to  continuous  erosion,  a  trachelorrhaphy  ought 
to  be  done.  If  the  feel  at  the  neck  of  the  uterus  is  at  all  suspicious  at 
that  time,  a  specimen  ought  to  be  examined  by  the  microscope. 

In  all  cases  of  women  of  advanced  life  where  there  is  an  occasional 
gush  of  even  a  small  amount  of  acrid  fluid  from  the  uterus,  examina- 
tions of  the  endometrium  ought  to  be  carefully  made  to  discover 
whether  an  adenosarcoma  has  started.  And  finally  in  women  who  have 
borne  children  where  there  is  a  tear  at  the  neck  of  the  womb,  even 
though  small,  that  becomes  easily  inflamed  and  the  epithelium  becomes 
eroded  occasionally,  a  trachelorrhaphy  ought  to  be  done,  when  other- 
wise the  tear  would  not  seem  to  warrant  it. 

When  it  is  once  proved  that  a  growth,  however  small,  is  cancerous 
a  total  extirpation  of  the  organ  in  which  it  is  lodged  is  the  only  safe  rule 
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to  follow.  To  leave  a  part  of  the  growth  or  the  adjacent  tissues  which 
are  infiltrated,  whether  they  are  granular  or  otherwise,  is  not  good  sur- 
gery. Therefore,  when  the  broad  ligaments  are  infiltrated  or  any  con- 
siderable portion  of  the  vagina  is  involved  or  the  base  of  the  bladder 
it  is  better  not  to  operate.  If  the  growth  is  in  the  body  of  the  uterus 
I  think  it  is  safer  to  do  a  hysterectomy  by  the  abdominal  route.  Twice 
I  have  had  the  uterus  part  in  the  middle  while  attempting  to  do  a  vaginal 
hysterectomy  for  cancer,  which  did  not  show  at  the  cervix,  but  which 
had  almost  destroyed  the  body  of  the  uterus  at  its  junction  with  the 
neck.  I  had  to  open  the  abdomen  in  both  cases  and  had  troublesome 
haemorrhage.  When  the  disease  has  advanced  so  far  as  to  make  a 
total  extirpation  impossible,  local  applications  of  formaldehyde  destroys 
the  offensive  odor  and  seems  to  check  the  ulcerative  process  more  than 
any  topical  application  I  have  tried.  It  is  better  than  chloride  of  zinc 
because  it  has  greater  disinfecting  properties,  and  because  when  the 
sloughing  comes  away  it  leaves  a  cleaner  surface.  From  the  clean  and 
healthy  appearance  of  the  wound  after  sloughing  has  been  removed  and 
from  the  absence  of  haemorrhage  and  odor,  one  is  led  at  first  to  think 
that  a  cure  may  have  been  affected.  I  have  seen  life  prolonged  and 
the  patient  made  comfortable,  and  the  bedding  and  room  kept  sweet 
for  a  long  time  where  formaldehyde  has  been  used  two  or  three  times 
a  week  in  this  manner.  Such  cases,  however,  are  so  disheartening  that 
one  must  summon  up  all  his  professional  courage  to  enable  him  to  go  on 
with  them  to  the  end. 

It  is  a  pretty  good  rule  that  where  abdominal  ascitis  is  found  with  the 
absence  of  disease  of  the  kidney,  heart,  or  liver,  there  must  either  be 
tuberculosis  of  the  peritonaeum,  cancer,  or  an  impacted  pelvic  tumor. 
In  none  of  these  is  it  justifiable  to  pass  a  trocar  through  the  abdominal 
wall  for  the  relief  of  the  distension.  An  exploratory  incision  is  safer, 
and  in  cases  of  tubercular  peritonaeum  a  cure  is  often  affected,  while 
occasionally  a  pelvic  growth  may  also  be  safely  removed  at  the  same 
time. 

The  hope  of  the  future  undoubtedly  lies  in  the  investigations  which 
are  being  carried  on  in  laboratories  all  over  the  world  where  experi- 
ments may  ultimately  bring  forward  some  lymph  that  shall  cure  without 
the  use  of  the  knife.  At  present,  however,  the  use  of  the  knife  is  so 
much  more  humane  than  any  other  management  that  it  must  be  the  only 
resource  in  operable  cases.  The  mortality  in  the  so-called  "cancer  hos- 
pitals" where  caustic  pastes  are  used  is  so  appalling  that  no  one  who 
has  any  knowledge  of  the  subject  can  think  of  it  without  a  feeling  of 
horror.    I  have  never  yet  known  a  cancer  to  be  treated  in  this  manner 
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in  which  the  patient  has  not  speedily  lost  her  life.  At  least  one-half  of 
the  cases  that  are  seen  early  and  that  are  submitted  to  radical  operation 
recover  and  remain  well  for  an  indefinite  number  of  years.  Of  the  re- 
mainder, half,  perhaps,  live  from  two  to  four  years,  while  all  the  rest 
are  saved  infinite  suffering,  and  life  is  prolonged  from  months  to  years. 
The  recurrence  of  cancer  after  a  total  hysterectomy  is  very  frequently 
found  in  the  lungs  or  liver,  a  comparatively  short  and  painless  illness 
following. 
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When  I  was  invited  to  read  a  paper  before  this  association  of  medical . 
men  I  was  at  first  somewhat  at  a  loss  to  determine  just  what  would 
be  the  most  opportune  and  acceptable  subject  for  our  evening's  con- 
sideration. The  difficulty  lay  not  so  much  in  a  lack  of  suitable  subjects; 
on  the  contrary,  I  have  not  the  slightest  doubt  that  any  one  of  a  score 
of  subjects  that  I  might  select  would  give  us  a  profitable  and  enjoy- 
able mental  repast.  I  recalled,  however,  that  living  as  you  do  in  the 
very  atmosphere  of  practical  medicine  and  surgery  something  that  would 
carry  you  for  the  time  being  away  from  accepted  detail  into  the  more 
shadowy  realm  of  interesting  theory  and  speculation  would  lend  an 
attractiveness  to  our  meeting  that  might  eventually  bud  into  practical 
conclusions,  such  as  would  enrich  our  knowledge  of  the  hitherto  vague 
and  undecided. 

Guided  by  this  impulse  I  have  turned,  therefore,  to  a  question  of 
more  than  passing  interest ;  one  that  touches  most  intimately  upon  the 
welfare  of  the  human  race,  since  it  closely  concerns  the  life  of  every 
being  called  upon  to  pass  through  the  precarious  period  of  antenatal 
existence;  a  subject,  moreover,  upon  which,  so  far  as  I  am  aware,  no 
extant  text-book  of  obstetrics  satisfactorily  treats,  and  yet  one  which 
within  the  last  half  decade  is  beginning  to  engage  the  attention  of  the 
thinkers  in  the  obstetric  branch  of  medicine.  Thanks  to  the  inde- 
fatigable labor  of  Grastzer,  Ballantyne,  Somma,  and  others,  we  are  be- 
coming better  acquainted  with  the  physiology  and  pathology  of  intra- 
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uterine  life,  and  judging  from  the  large  number  of  papers  that  are 
annually  appearing  as  the  result  of  extensive  scientific  investigation  and 
increased  clinical  and  pathologic  data,  it  will  not  be  long  before  we 
shall  be  possessed  of  fairly  considerable  knowledge  of  these  necessarily 
intricate  matters. 

It  would  be  commonplace  to  state  that  the  placenta  is  a  peculiar 
foetal  appendage  destined  for  the  time  being — the  last  two  trimesters 
of  pregnancy — to  assume  the  functions  of  the  vital  organs  of  the  grow- 
ing embryo.  It  is  practically  the  foetal  heart,  lungs,  and  digestive 
tract ;  but  were  we  to  limit  its  functions  even  thus  extensively  we 
should  probably  be  robbing  it  of  other  equally  important  roles  in  the 
preservation  of  the  fcetal  economy.  Who  as  yet  can  determine  the  origin 
of  the  almost  conscious  power  it  shows  in  selecting  from  the  maternal 
pabulum  furnished  to  it  those  metabolites  that  are  most  essential  for  the 
foetal  growth  and  well-being,  and  in  rejecting  other  noxious  elements 
that  would  jeopardize  fcetal  existence?  That  this  selective  faculty,  or 
as  it  has  been  termed,  the  absorptive  power,  of  the  placenta  does  exist 
is  beyond  all  question  or  doubt;  hence,  has  arisen  the  theory  of  placental 
transmission,  whereby  pathologists  attempt  to  explain  the  development 
of  certain  diseases  of  early  infancy  and  childhood.  When  we  have 
made  the  statement,  however,  we  have  reached  the  limits  of  our  posi- 
tive information,  and  any  attempt  to  explain  the  method  by  which  the 
known  fact  is  accomplished  carries  us  into  the  realm  of  speculation. 
Again,  who  can  say  why  this  conscious  organ  will  permit  certain 
pathogenic  germs  or  their  toxins,  or  both,  to  pass  through  its  meshes 
with  great  facility  and  others  only  exceptionally  and  apparently  after 
a  mortal  resistance?  Again,  it  is  a  known  fact  that  a  materies  morbi  can 
be  transmitted  readily  from  the  foetus  to  the  mother,  as  for  example, 
the  toxins  that  are  active  in  the  production  of  puerperal  eclampsia, 
while  similar  toxins,  circulating  primarily  in  the  maternal  system,  are 
strenuously  resisted  by  the  placental  meshes  as  they  endeavor  to  per- 
meate into  fcetal  tissues.  Why  do  these  cells  refuse  admission  at  one 
door  and  permit  it  at  the  other?  And  still  again,  why  is  it  that  certain 
drugs  circulating  in  the  maternal  blood  meet  with  an  impregnable 
barrier  when  they  encounter  the  choriodecidual  interdigitations,  while 
others  leap  the  apparently  trifling  ledge  as  Remus  is  said  to  have 
vaulted  the  wall  of  Rome.  It  may  be  that  by  carefully  studying  the 
reported  facts  as  they  come  from  the  pens  of  scientists  and  observant 
clinicians  we  can,  by  putting  this  and  that  together,  arrive  at  some 
pretty  definite  conclusions. 

In  the  first  place,  then,  that  certain  drugs  and  poisonous  substances 
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may  be  carried  to  the  unborn  foetus  through  the  maternal  vessels  is  an 
undoubted  fact.  As  Fournier1  has  recently  stated,  the  mediate  treat- 
ment of  a  fcetus  through  its  mother  is  of  great  value  in  certain  pa- 
thologic conditions,  preeminent  among  which  is  syphilis.  Many  ob- 
servers have  demonstrated  the  introduction  of  drugs  into  the  foetal 
system  through  the  agency  of  the  maternal  circulation.  Bureau2  de- 
tected morphin  in  the  blood  of  the  placenta  and  umbilical  vessels  taken 
from  a  parturient  morphinomaniac.  Porak3  found  that  mercury  showed 
great  affinity  for  the  placenta;  lead  and  copper  accumulated  most  in 
the  fcetal  tissues ;  while  arsenic  was  found  chiefly  in  the  skin  of  the 
fcetus.  With  copper  and  lead  abortion  is  not  observed,  but  death  of 
the  young  before  birth  is  common.  Mercury  has  the  power  of  pro- 
ducing abortion.  Lead-intoxication  displays  itself  in  the  young  by  pro- 
ducing cerebral  lesions  and  paralysis.  Arsenic  produces  abortion  from 
placental  haemorrhage.  It  is  important  to  note  that  if  the  placenta  is 
frequently  and  gravely  attacked  by  syphilis,  it  is  at  the  same  time  the 
elective  organ  of  accumulation  of  mercury.  As  early  as  1878  Porak 
found  potassium  iodid  in  the  urine  of  the  fcetus  forty  minutes  after 
it  had  been  given  to  the  mother ;  while  Cathelineau  and  Stef  found 
mercury  in  the  ashes  of  a  burnt  fcetus  whose  mother  had  been  treated 
with  that  drug. 

This  transmissibility  of  drugs  is  a  suggestive  fact,  and  it  can  be 
safely  asserted  that  intra-uterine  medication,  now  practically  in  its  in- 
fancy, is  destined  to  become  an  important  prophylactic  agency  during 
gestation. 

In  the  second  place,  it  is  well  known  that  certain  diseases  that  are 
rampant  in  the  maternal  system  find  ready  access  into  the  placental 
circulation  where  they  quickly  accomplish  their  work  of  destruction 
and  terminate  the  incipient  human  life.  Such  are  the  exanthemata, 
which  appear  to  be  especially  prejudicial  to  fcetal  existence,  and,  in  addi- 
tion, assume  an  unwonted  virulence  in  the  presence  of  gestation 
whereby  their  morbidity  and  mortality  are  essentially  increased.  This 
is  equally  true  of  most  germ-diseases. 

Two  theories  have  been  advanced  in  explanation  of  this  trans- 
mission, namely,  the  parasitic  and  the  leukocytic. 

(a)  It  would  seem,  as  Rostowzew  has  indicated,  that  under  the  in- 
fluence of  the  infection  the  epithelial  coat  of  the  chorionic  villi  loses 
impermeability,  so  that  the  bacilli  pass  directly  through  it.  Such  a 
result  would  lead  at  once  to  the  suggestion  that  it  is  through  bacterial 
action  that  the  placenta  surrenders  its  protective  function  and  per- 
mits the  osmosis  of  deleterious  substances.    If  this  assumption  be  true 
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we  again  see  here  the  dominant  influence  exerted  upon  the  human 
organism  by  bacteria,  and  we  have  one  more  proof  to  adduce  in  support 
of  the  germ-theory  of  disease.  The  disorganization  of  the  delicate 
structure  of  the  placental  tissue,  together  with  the  abolishment  of 
the  physiologic  function  of  the  placental  villosities  through  the  action 
of  bacteria,  has  recently  been  clearly  demonstrated  by  Delore,4  who 
proves  that  this  process  does  not  partake  of  the  nature  of  an  inflamma- 
tion but  rather  of  a  myxomatous  and  fibrous  degeneration.  As  a 
direct  result  of  these  non-inflammatory  changes  the  selective  power 
of  the  placenta  seems  to  be  largely,  if  not  totally,  abolished,  and  germs 
and  their  toxins  that  would  otherwise  be  arrested  at  the  choriodecidual 
junction  are  transmitted  into  the  fcetal  tissues.  This  evidence  endorses 
the  theory  of  Malvoz  that  transmission  can  only  take  place  when  there 
is  a  destruction  of  the  villous  epithelium  as  a  result  of  some  placental 
lesion. 

(b)  The  older  leukocytic  theory  at  first  sight  seems  equally  plausible 
as  the  parasitic,  and  claims  distinguished  adherents  both  in  this  country 
and  abroad.  Grandin,5  in  a  paper  read  before  the  Medical  Society  of  the 
State  of  New  York,  presents  this  view  in  the  following  well-selected 
sentences :  "Given  an  instance  where  the  woman  is  in  health  at  con- 
ception, and  for  a  certain  period  afterwards,  and  the  chances  are  that 
the  placenta  intervening  between  woman  and  foetus  is  healthy.  Now 
let  this  woman  become  diseased  and  at  once  the  leukocytes  in  her 
blood-system  carry  the  infection  to  the  intervillous  spaces.  Here  they 
are  met  by  the  barrier  against  disease  established  by  the  healthy  pla- 
centa. This  placenta  contains  healthy  leukocytes  with  the  property  of 
resisting  the  entrance  of  diseased  germs.  The  phagocytic  action  of 
these  healthy  leukocytes  comes  into  play,  destroys  at  once  the  leuko- 
cytes bearing  disease,  and  thus  the  foetus  is  protected.  Given,  on  the 
other  hand,  a  woman  diseased  at  the  time  of  conception,  or  becoming 
so  shortly  afterwards,  that  is  to  say  at  a  period  when  the  placenta  is 
in  the  course  of  early  formation,  then  either  we  have  at  the  outset  a 
diseased  placenta,  or  one  which  becomes  diseased  as  it  is  forming. 
Such  a  placenta  contains  either  no  healthy  leukocytes,  or  else  they  have 
but  feeble  resisting  powers.  The  barrier  interposed  by  the  placenta 
is,  therefore,  ineffective  to  an  absolute  degree,  or  else  the  leukocytes 
within  it  resist  feebly,  or  strongly,  according  to  the  intensity  of  the 
disease  process  endeavoring  to  gain  access  from  the  side  of  the  woman. 
In  this  latter  event  disease  is  transmitted  to  the  foetus,  because  the  dis- 
ease-bearing leukocytes  from  the  side  of  the  woman  are  stronger  than 
and  overcome  the  leukocytes  in  the  placenta."    Such  is  the  leukocytic 
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theory,  pregnant  with  suggestion,  but  beyond  the  possibility  of  proof. 
I  must  confess  that  my  personal  inclination  is  biased  in  the  direction  of 
the  parasitic  view ;  or  it  may  be  that  both  are  correct,  the  parasites 
being  the  indirect  cause  of  the  transmission  of  disease  by  producing 
weakened  or  diseased  leukocytes  which  in  their  turn  are  unable  to 
cope  with  the  toxins  produced  by  the  germs. 

Most  of  our  information  as  to  the  transmissibility  of  the  acute 
infectious  diseases  from  the  mother  to  the  child  has  been  derived  from 
the  laboratory  of  the  physiologist,  where  experiments  have  been  con- 
ducted upon  gravid  animals.  These  experiments  have  been  con- 
firmed, however,  from  time  to  time  by  scattered  clinical  observations, 
and  it  will  be  interesting  to  note  at  this  point  the  results  that  have 
thus  far  been  obtained. 

Typhoid  Fever.- — Manzoni  and  Charcelay  in  1841,  Weiss  in  1862, 
Chantemesse,  Straus,  Chambrelent,  Ernst,  Durk,  Satullo,  Vidal, 
Frascani,  and  others  have  noted  the  passage  of  the  typhoid  bacillus 
through  the  placenta  into  the  fcetal  tissues.  Reher  in  1885  examined 
the  liver  and  spleen  of  a  six-month  foetus  from  a  typhoid  fever  case, 
and  obtained  pure  cultures  of  Eberth's  bacillus.  Neuhaus8  in  1886 
obtained  similar  results  from  a  four  months'  foetus ;  while  Eberth  in 
1S93,  from  a  three-months'  foetus,  expelled  with  membranes  intact,  ob- 
tained pure  cultures  of  the  bacillus  from  the  blood  in  the  heart  and  other 
fcetal  organs.  Janisewski7  reports  the  case  of  a  woman  eight  months' 
pregnant  and  suffering  with  typhoid  fever,  as  proved  by  bacteriologic 
examination  of  the  stools,  who  gave  birth  to  a  foetus  that  survived 
for  five  days.  At  the  autopsy  no  lesions  were  found  except  enlarge- 
ment of  the  spleen,  but  cultures  from  the  spleen,  intestine,  mesenteric 
glands,  kidneys,  and  lungs  produced  typical  typhoid  bacilli.  Freund 
and  Levys  record  a  miscarriage  occurring  in  the  fifth  month  of  preg- 
nancy and  during  the  fourth  week  of  a  typical  attack  of  typhoid  fever. 
No  abnormality  was  found  in  the  fcetus  except  a  somewhat  enlarged 
and  slightly  softened  spleen.  The  intestines  were  normal.  Cultures, 
however,  made  from  the  spleen  and  heart's  blood,  and  from  the  pla- 
cental blood,  gave  numerous  colonies  of  the  typhoid  bacillus,  while  cul- 
tures from  the  other  surface  of  the  placenta  and  from  the  vernix 
caseosa  were  sterile.  Fordyce0  examined  a  five  months'  fcetus  from  a 
fatal  case  of  typhoid  fever,  the  maternal  death  occurring  shortly  after 
the  miscarriage.  Externally  and  internally  nothing  abnormal  could  be 
seen  by  the  naked  eye  in  the  fcetus  or  its  appendages.  The  intestines 
seemed  quite  healthy;  the  liver  and  spleen  not  enlarged.  Tubes  in- 
oculated from  the  kidneys,  spleen,  and  intestinal  contents  gave  pure 
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cultures  of  the  typhoid  bacillus;  the  blood  was  sterile.  It  was  im- 
possible to  demonstrate  bacilli  in  the  tissues  by  microscopic  examina- 
tion. The  Widal  test  was  very  successful  in  this  case.  Etienne10  re- 
cords the  examination  of  a  foetus  which  had  been  discharged  in  the 
fifth  month  of  pregnancy  on  the  twenty-ninth  day  of  an  attack  of 
typhoid  fever.  The  spleen  and  intestines  of  the  child  showed  no  signs 
of  the  disease,  and  the  placenta  was  healthy.  Culture-examination  of 
the  blood  from  the  right  side  of  the  heart  and  from  the  spleen,  liver, 
and  placenta  revealed  an  abundance  of  typhoid  bacilli.  Frankel  and 
Kinderlen  have  failed  to  discover  the  germs  in  the  fcetal  tissues  in 
undoubted  cases  of  maternal  typhoid  fever.  It  is  worthy  of  note  that 
in  all  of  the  cases  recorded  no  macroscopic  lesions  of  the  fcetal  organs 
were  discoverable,  although  the  bacilli  were  present  in  large  numbers. 
Etienne  explains  this  fact  by  supposing  death  to  result  from  an  acute 
blood-poisoning  due  to  a  large  dose  of  the  bacillus  before  local  changes 
could  occur.  Freund  and  Levy,  on  the  other  hand,  claim  that  the 
characteristic  lesions  are  not  found  because  the  functions  of  the  fcetal 
organs  have  not  been  established;  hence  they  remain  inert  in  the  pa- 
thologic process. 

From  the  foregoing  cases  we  must  inevitably  conclude  that  typhoid 
fever  undoubtedly  can  be  transmitted  to  the  embryo  or  foetus,  and 
usually  with  disastrous  results,  Sacquin  reporting  310  cases  with  199 
abortions,  and  Martinet  109  cases  with  66  abortions,  a  fcetal  mortality 
of  63^4  per  cent.  In  other  cases  the  foetus  may  survive,  although 
manifesting  the  symptoms  of  the  disease,  while  yet  again  it  may  be 
born  alive  and  healthy  as  in  a  case  recorded  by  Touvenaint,11  and  in 
a  case  of  my  own  one  year  ago  in  which  an  eight  months'  foetus  was 
born  in  the  third  week  of  typhoid  fever  without  showing  any  signs 
of  the  disease  and  ultimately  becoming  a  plump  and  healthy  infant. 

Variola. — There  is  probably  no  exanthem  that  can  be  transmitted 
so  readily  to  the  foetus  as  smallpox,  although,  strange  to  relate,  the 
majority  of  foetuses  whose  mothers  are  exposed  to  the  infection  do  riot 
contract  the  disease.  Its  virulence,  however,  has  been  shown  con- 
clusively by  the  high  foetal  mortality  and  by  the  presence  of  the  erup- 
tion or  its  scars  upon  the  newborn  child.  Van  der  Willigen12  records 
80  cases  of  variola  in  pregnant  women  with  a  maternal  mortality  of 
15  per  cent,  and  a  fcetal  mortality  of  3634  per  cent.  Instances  have 
also  been  recorded  in  which  immune  mothers  have  given  birth  to  foetuses 
bearing  the  scars  of  the  disease,  having  evidently  passed  through  an 
attack  and  survived  without  serious  results  to  themselves  or  the 
mothers;  and  yet  again  twin  pregnancies  have  been  noted  in  which 
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one  foetus  was  pock-marked  and  the  other  free  from  the  scars.  The 
proof  of  the  placental  transmission  of  this  disease  is  to  be  found  in  the 
frequent  death  of  the  embryo  and  the  cutaneous  manifestations. 

Scarlet  Fever. — The  infection  of  the  foetus  in  utero  by  the  scar- 
latinal virus  is  unquestioned,  although  of  rare  occurrence.  Such  cases 
have  been  noted  by  Gregory,  Baillow,  Hiiter,  Asmus,  Stichel,  Meynet, 
Tourtual,  Leale,  and  SafHn.  The  foetus  may  perish  in  utero  or  it  may 
be  born  with  the  typical  scarlatinal  eruption  upon  its  body.  Extensive 
desquamation  simulating  Ritter's  disease  may  follow  this  rare  foetal 
infection. 

Measles. — S.  Marx  of  New  York,  in  all  the  literature  of  obstet- 
rics, was  able  to  find  but  six  cases  of  antenatal  infection  with  measles. 
Grandin  explains  this  infrequency  on  the  ground  that  the  disease  but 
rarely  affects  adults.  Ballantyne13  reports  the  case  of  a  woman  who 
miscarried  in  the  fifth  month  of  her  pregnancy  while  suffering  from 
measles,  the  eruption  at  the  time  beginning  to  disappear.  The  foetus 
was  born  alive  and  was  found  to  have  the  measle  eruption  upon  the 
face,  back,  and  legs.  The  foetus  rarely  dies  from  this  disease,  although 
Remy14  reports  a  case  of  miscarriage  at  five  months  and  ten  days, 
occurring  during  a  mild  attack  of  measles.  The  foetus  lived  for  a  few 
moments  and  died  probably  not  so  much  from  the  disease  as  from  the 
early  expulsion  from  the  uterus.* 

Erysipelas. — The  shedding  of  the  skin  by  the  newborn  child  is  a 
comparatively  rare  condition  known  technically  as  dermatitis  exfolia- 
tiva neonatorum,  or  Ritter's  disease.  There  can  be  no  doubt  that  some 
of  the  reported  cases  of  erysipelas  in  utero  have  been  in  reality  of  the 
nature  of  the  exfoliative  dermatitis.  Undoubted  cases  of  intra-uterine 
erysipelas  have,  however,  been  reported,  notably  by  Kaltenbach,15 
Runge,16  Stratz,17  Lebedeff,18  and  others,  the  specific  germs  of  the  dis- 
ease being  found  in  the  foetal  subcutaneous  tissue,  though  absent  in  both 
the  placenta  and  cord. 

Recurrent  Fever. — Grandin19  asserts  that  three  cases  have  been  re- 
corded of  recurrent  fever  affecting  the  foetus,  in  one  of  which  the  spe- 
cific organism  was  found.    The  foetuses  in  two  of  the  cases  betrayed 

*  Since  writing  the  above  an  interesting  case  intra-uterine  transmission  of 
measles  has  occurred  in  the  practice  of  the  writer.  Three  weeks  before  delivery 
at  term  the  youngest  child,  three  years  of  age,  was  nursed  by  the  mother  through 
a  severe  attack  of  measles.  At  birth  the  infant  presented  a  beautiful  eruption  of 
the  crescentic  lesion  thickly  covering  the  chest  and  dorsum,  which  gradually  faded 
and  had  disappeared  by  the  third  day.  During  the  last  two  weeks  the  mother 
had  noticed  violent  foetal  motions  which  were  probably  the  result  of  the  systemic 
infection. 
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by  violent  motions  that  they  were  suffering  from  chills  immediately 
subsequent  to  the  maternal  chills. 

Pneumococcus  Infection. — Intra-uterine  infection  with  the  diplo- 
coccus  pneumoniae  of  Frankel  has  been  noted  by  Satullo,  Netter,  Tala- 
mon,  Friedlander,  Babes,  and  others.  Delestre20  reports  the  case  of  a 
woman  who  died  of  bilateral  pneumonia  immediately  after  labor,  the 
child  perishing-  on  the  third  day  from  convulsions.  Autopsy  of  the 
child  disclosed  a  pneumonic  spot  at  the  base  of  the  right  lung  and  a 
meningitis,  both  caused  by  the  pneumococcus.  This  diplococcus  was 
also  found  in  the  blood,  in  the  pericardial  serum,  in  the  cerebrospinal 
fluid,  and  in  microscopic  preparations  of  the  lung,  liver,  and  spieen.  It 
is  curious  to  note  that  in  these  cases  of  intra-uterine  infection  with 
the  pneumococcus  the  specific  lesions  of  pneumonia  are  generally  ab- 
sent notwithstanding  the  presence  of  the  germs. 

Streptococcus  Infection. — Although  of  rare  occurrence  there  have 
been  recorded  undoubted  instances  of  septic  infection  occurring  in  the 
foetus  in  ntcro  by  Von  Hoist,  Pyle,  Satullo,  Hanot,  Luzet,  Mars, 
Koubassoff,  and  others.  Legry21  examined  the  lungs  of  a  child  which 
had  suffered  from  imperfect  respiration.  The  pleura  showed  fibrinous 
deposits  and  false  membranes,  and  the  pleural  cavities  contained  a 
small  amount  of  serosanguineous  fluid.  Bacteriologic  examination 
of  the  membrane  and  fluid  revealed  the  presence  of  streptococci-chains. 
Richer22  reports  the  case  of  a  woman  who  died  in  her  sixth  month  of 
pregnancy  of  a  disease  diagnosticated  diphtheria.  Careful  bacteri- 
ologic examination  revealed  the  streptococcus  pyogenes,  which  was  ob- 
tained in  pure  cultures  from  the  placenta  and  liver  of  the  foetus.  No 
lesion  was  found  in  the  foetus.  Ricker  also  records  a  case  in  which  the 
streptococcus  was  found  in  the  blood  of  the  umbilical  vein  of  a  stillborn 
child  whose  mother  died  shortly  afterwards  from  the  effects  of  a 
phlegmon  of  the  arm,  which  was  present  at  the  time  of  the  birth.  In 
neither  case  was  any  lesion  of  the  placenta  discoverable.  Chambrelent 
and  Subrazes23  inserted  into  the  ears  of  a  pregnant  rabbit  a  bouillon- 
culture  of  the  streptococcus.  Some  time  after  pure  cultures  of  the 
streptococcus  were  obtained  from  the  heart,  blood,  liver,  and  spleen  of 
the  mother,  and  from  the  interior  of  the  embryos,  which  were  the 
size  of  lentils  and  about  twelve  days  old.  They  were  infected  with 
chains  of  streptococci.  Bar  and  Renon24  report  the  case  of  a  woman 
who,  while  suffering  from  streptococcism  in  the  eighth  month  of  preg- 
nancy, gave  birth  to  a  stillborn  child,  and  perished  herself  fifty-three 
hours  after  labor.  Although  the  foetus  succumbed,  cultures  from  the 
placental  blood  and  from  the  liver,  heart,  and  lungs  remained  sterile. 


Placental  Transmission. 


Anthrax. — Grandin  as  recently  as  1896  stated  that  there  is  but  one 
acute  disease  which  the  woman  is  not  able  to  transmit  to  her  child  in 
utero,  and  that  is  anthrax.  Undoubted  cases,  however,  have  been  re- 
corded by  Wolf,  Marchand,  Koubassoff,  Arloing,  Straus,  Chambrelent, 
and  others.  Rostowzew25  had  occasion  to  observe  three  cases  of  pus- 
tula  maligna  faciei  in  pregnant  woman  in  the  fourth,  seventh,  and 
eighth  months.  Anthrax  bacilli  were  found  in  the  foetuses,  all  of  the 
mothers  and  their  offspring  perishing. 

Tuberculosis. — Until  recently  it  was  supposed  that  the  transmission 
of  tuberculosis  from  the  mother  to  the  foetus  was  exceedingly  rare,  if  it 
ever  occurred,  and  Grandin20  himself  stated  in  1896  that  there  was  but 
one  undoubted  case  on  record.  We  now  know,  however,  that  this  infec- 
tion is  more  frequent  than  it  is  reported  to  be.  Since  Lehmann's27 
case  of  undoubted  placental  tuberculosis,  the  same  clinician  has 
observed28  another  case  in  which  the  foetus  of  a  phthisical 
woman  showed  tubercle  nodules  in  the  liver,  spleeen,  and  lungs, 
with  large  numbers  of  tubercle  bacilli.  There  was  also  tuber- 
culous involvement  of  the  bronchial,  mediastinal,  hepatic,  mesen- 
teric, and  lumbar  lymphatic  glands,  and  of  the  left  kidney. 
Kynoch20  reports  a  case  of  a  woman  who  died  of  acute  tubercu- 
losis in  the  third  month  of  gestation.  The  placenta  was  found  studded 
with  gray  tubercles,  although  there  was  no  obvious  tuberculous  lesion 
in  the  foetus.  Other  authentic  cases  have  been  reported  by  Demme, 
Johr.e,  Sabouraud,  Chauveaw,  Charrin,  Satullo,  and  others.  Neil30 
recently  quoted  Osier  to  the  effect  that  autopsy  shows  the  lungs  in 
the  adult  to  be  invariably  affected  in  tuberculosis,  while  the  other 
organs  are  involved  in  very  small  proportion,  whereas  the  author  finds 
that  in  children  the  lymph-glands,  the  bones,  and  the  joints  are  mostly 
affected.  The  inference  he  draws  is  that  the  infection  must  have  been 
transmitted  from  the  mother  by  means  of  the  vascular  and  lymphatic 
systems  through  the  agency  of  the  placenta. 

Syphilis. — There  is  apparently  no  obstacle  whatever  to  the  trans- 
mission of  the  syphilitic  virus  from  the  mother  to  the  foetus;  in  fact, 
it  is  a  foregone  conclusion  that  given  an  infected  mother  the  foetus  can- 
not escape  early  infection,  if,  indeed,  it  be  not  infected  ab  ovo.  The 
literature  teems  with  references  to  cases  of  inherited  syphilitic  infection, 
and  I  have  made  mention  of  this  portion  of  the  subject  merely  to  make 
my  paper  complete. 

The  transmission  of  other  germ-diseases  through  the  placental 
meshes  is  recorded  as  follows :  glanders  by  Cadeac,  LofHer,  and  others ; 
chicken  cholera  by  Chambrelent ;  malaria  by  Taylor,  Behrmann,  Harris, 
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Bompiani,  Negri,  and  others ;  articular  rheumatism  by  Schaffer  and 
Pocock ;  yellow  fever  by  Bemiss;  and  diphtheria  by  Charrin. 

From  the  foregoing  review  of  the  literature  of  the  placental  trans- 
mission of  drugs  and  specific  diseases,  meager  though  it  be,  we  are  able 
to  derive  some  very  suggestive,  if  not  conclusive,  arguments. 

1.  While  many  drugs  may  be  administered  to  the  mother  without 
any  noticeable  effect  upon  the  foetus,  there  are  certain  substances  that 
show  a  special  tendency  to  traverse  the  placenta,  and,  entering  the 
fcetoplacental  circulation,  exert  a  positive  influence  for  good  or  evil 
according  to  the  condition  that  may  be  present  in  the  given  instance. 

2.  Maternal  medication,  therefore,  is  indicated  in  certain  conditions, 
either  in  order  to  prevent  the  development  of  a  similar  condition  in  the 
foetus,  or  to  counteract  the  effect  of  germs  and  their  toxins  already 
introduced  into  the  foetal  economy. 

3.  The  drugs  that  have  been  found  to  affect  the  foetus  in  utero  are 
notably  opium,  mercury,  copper,  lead,  arsenic,  and  the  iodides.  In  ap- 
propriate doses  they  may  be  administered  to  the  mothers  in  suitable 
pathologic  conditions  with  beneficial  results  to  both  mother  and  child. 

4.  Any  morbific  influence  acting  upon  the  mother  either  acutely, 
as  in  the  case  of  the  exanthemata,  or  more  slowly,  as  in  tuberculous 
and  specific  infection,  will  react  deleteriously  upon  the  product  of  con- 
ception, and  either  destroy  it  through  its  overwhelming  toxic  action, 
or  render  it  feeble  and  less  resistant  to  subsequent  and  post-natal  in- 
vasion, or  the  disease  will  run  an  atypical  course  in  utero  with  or  with- 
out apparent  vestiges  at  birth. 

5.  The  entrance  into  the  foetal  structures  is  accomplished  through 
the  agency  of  the  fcetoplacental  circulation.  It  is  probable  that  access 
is  gained  through  bacterial  action,  the  germs  rendering  the  placental 
villi  less  resistant  to  invasion,  whereby  both  the  microbes  and  their 
toxins  pass  the  natural  barrier  at  the  choriodecidual  junction. 

6.  As  a  rule,  the  infectious  diseases  do  not  manifest  their  character- 
istic visceral  lesions  in  the  foetus,  probably  because  of  the  passivity  of 
these  organs  during  antenatal  existence.  The  germs,  however,  may  be 
detected  in  large  numbers  by  bacteriologic  and  microscopic  examina- 
tion. 
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THE  PRINCIPLES  AND  THE  MOST  RATIONAL,  INNOCENT 
AND  EFFECTIVE  METHODS  IN  THE  TREATMENT  OF 
PATHOLOGIC  RETROVERSIONS  AND  RETRO VERSIO- 
FLEXIONS  OF  THE  UTERUS.* 

By  A.  Goldspohn,  M.D., 

Professor  of  Gynaecology  Chicago  Post-Graduate  Medical  School;  Senior  Gynaecologist  to  the  German 
Hospital  and  Attending  Gynaecologist  to  the  Post-Graduate  and  Charity 
Hospitals  of  Chicago. 

Principles. 

I.  Although  these  displacements  invite  disorders  of  a  more  serious 
nature  than  they  themselves  represent,  they  do  not  cause  death.  And 
while  they  do  embarrass  conception  and  gestation,  they  do  not  inter- 
fere with  the  crowning  act  of  reproduction,  i.  e.,  labor  itself.  There- 
fore, all  surgical  or  other  measures  that  are  chosen  for  their  correction 
must  not  have  any  pronounced  rate  of  mortality,  must  not  create  con- 
ditions which  may  disturb  normal  gestation  or  obstruct  natural  labor 
and  they  must  not  disarrange  the  normal  anatomy  or  disturb  the  func- 
tions of  other  equally  important  organs. 

II.  Surgical  procedures  for  this  purpose  that  have  not  been  proven 
to  stand  the  test  of  pregnancy  in  both  directions,  viz.,  that  they  do  not 
embarrass  gestation  or  labor  and  also  do  not  permit  a  recurrence  of 
the  displacement  of  the  organs  after  labor,  are  likely  to  be  mere  tem- 
porary relief  measures,  not  entitled  to  the  dignity  of  curative  pro- 
cedures and  should  be  very  guardedly  made  use  of  in  women  who 
retain  a  probable  capacity  for  reproduction. 

III.  A  variable  degree  of  antagonism  exists,  in  principle  and  prac- 
tically, between  the  effects  of  the  various  "fixation"  and  "suspension" 
operations  of  the  uterus  and  the  interests  of  the  uterus  in  gestation  and 
labor.  There  is  no  parallelism  of  interest  between  them.  The  more 
durable  the  fixation  is  made  in  order  to  guard  against  the  recurrence 
of  tbe  displacement  of  the  uterus,  the  more  is  it  entrammelled  in  preg- 
nancy and  labor;  and  the  more  these  vicious  conditions  are  guarded 

*  Read  before  the  Chicago  Gynaecological  Society,  March  si,  1900. 
The  terms  "retro-displacement"  and  '  retro-deviation"  of  the  uterus  should 
be  avoided,  because  they  do  not  refer  to  the  inclination  of  the  long  uterine  axis 
at  all,  and  may  be  applied  to  retroponation  or  retraction  of  the  normally  ante- 
verted  uterus. 
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against  in  the  technic  of  the  operation,  the  more  regularly  does  the 
displacement  recur  after  labor  and  frequently  even  without  it.  The 
fixation  operations  cannot  serve  both  purposes. 

IV.  It  is  not  in  the  power  of  any  operator  to  determine  or  control 
fully  the  degree  of  fixation  or  the  size  or  strength  of  the  bands  that 
he  aims  to  construct,  because  (a)  of  the  impossibility  to  always  exclude 
slight  infections  notably  on  the  sutures,  which  are  then  followed  by 
an  unexpected  amount  of  exudation  and  connective  tissue  formation ; 
(&)  because  the  sutures  as  foreign  bodies  do  not  excite  the  same  de- 
gree of  reaction  in  all  subjects;  (c)  because  of  the  uncertain  amount  of 
interference  with  the  circulation,  that  is  exercised  by  the  sutures.  Thus 
the  writer  in  a  vaginal  hysterectomy  once  met  two  very  firm  fibrous 
bands,  thicker  than  lead-pencils,  extending  from  the  fundus  uteri  to 
the  lower  abdominal  wall,  that  had  arisen  from  a  couple  of  seroso- 
serous  stitches  that  had  been  made  two  years  previously  with  a  milli- 
ner needle  and  finest  silk  to  supplement  an  intra-abdominal  shortening 
of  round  ligaments  in  a  case  that  presented  no  temperature  nor  local 
signs  of  infection  after  operation. 

V.  It  is  impossible  to  construct  any  new  physiological  ligaments 
for  the  uterus  by  artificial  means.  The  bands  which  result  from  stitch- 
ing the  urachus  to>  the  uterus,  or  from  attaching  the  utero-ovarian 
ligaments  to  the  abdominal  wall,  or  from  passing  a  strip  of  parietal 
peritonaeum  through  a  slit  in  the  fundus  uteri  (F.  H.  Martin)  or  from 
the  pulling  out  of  a  purely  peritonseal  parietal  ventrofixation  (Kelly), 
etc.,  stand  merely  on  a  level  with  similar  bands  resulting  unintention- 
ally from  pathological  processes.  Nor  can  such  bands  be  made  to 
partake  of  the  nature  of  a  true  ligament  by  weaving  striated  muscular 
fiber  from  a  rectus  abdominis  muscle  into  them  (Bovee),  which  can 
not  become — like  the  round  ligaments — a  part  of  the  non-striated  mus- 
cle of  the  uterus,  to  undergo  evolution  and  involution  with  it.  All 
such  bands  or  cords  do  not  grow,  but  simply  become  stretched  during 
gestation  and  have  no  capacity  to  retract  and  to  continue  their  intended 
service  afterward. 

VI.  The  round  ligaments  of  the  uterus  being  an  integral  part  of  its 
muscular  apparatus,  are  the  only  available  structures  for  the  purpose 
here  intended,  that  grow  with  it  physiologically  during  gestation  and 
become  involuted  with  it  normally  after  labor.  And  while  from  the 
course  that  they  pursue  their  action  in  maintaining  the  uterus  in  ante- 
version  may  be  doubted  in  some  instances,  nevertheless,  they  are  always 
present  and,  supplemented  by  a  little  adherent  peritonaeum,  they  can 
practically  always  be  developed  surgically  in  sufficient  strength  so  that 
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when  their  thicker  proximal  halves  only  are  used  and  are  given  a  more 
favorable  forward  anchorage  to  the  posterior  surface  of  Poupart's 
ligaments,  they  become  exceedingly  serviceable,  in  the  absence  of  cer- 
tain specific  contraindications,  to  stand  the  crucial  test  of  pregnancy 
in  both  directions,  i.  c,  to  hold  the  uterus  anteverted  permanently. 

VII.  Pessaries  and  surgical  devices,  such  as  suspending  the  uterus 
by  ab  absorbable  thread  (C.  A.  L.  Reed)  or  passing  a  catgut  purse- 
string  suture  subperitoneally  along  the  course  of  the  round  ligaments, 
the  anterior  surface  of  the  uterus  and  the  interior  of  the  abdominal 
wall  (C.  E.  Ruth2)  i.  c,  temporary  supports  of  the  uterus  which  aim 
to  cure  by  inviting  retraction  of  the  elongated  round  ligaments,  can, 
as  a  rule,  be  successful  only  if  undertaken  during  the  post-puerperal 
period  when  involution  of  the  uterus  and  round  ligaments  is  in  prog- 
ress, and  only  exceptionally  at  other  times.  For  this  reason  all  women 
in  the  puerperal  state  should  not  only  lie  approximately  in  a  Sims' 
position  at  least  half  of  the  time,  alternating  from  side  to  side,  but  they 
should  also  be  reviewed  soon  after  getting  up,  with  reference  to  retro- 
version and  arrested  or  delayed  involution  of  the  uterus.  When  found 
in  this  condition,  which  is  often  the  case,  it  should  be  treated  by  mas- 
sage, weaned  into  anteversion  by  the  same  effort  repeated  about  once 
a  week,  and  supported  in  this  position  constantly  during  the  intervals 
by  a  pessary  that  does  not  make  itself  felt.  As  soon  as  the  excessive 
weight  of  the  uterus  has  disappeared  (which  is  greatly  facilitated  where 
needed  by  intra-uterine  applications  of  Tinct.  iodine)  and  as  soon  as 
intra-abdominal  pressure  holds  it  anteverted  most  of  the  time,  monthly 
reviews  by  the  attendant  are  sufficient ;  and  in  from  six  to  twelve 
months  of  such  care,  during  this  period  of  grace  for  the  round  liga- 
ments, it  will  be  found  that  the  pessary  can  be  dispensed  with  in  most 
cases  without  a  return  of  the  displacement,  which  will  be  the  case  only 
exceptionally  (about  3  per  cent.)  when  the  same  treatment  is  pursued 
outside  of  this  "period  of  grace." 

VIII.  All  the  various  methods  of  shortening  the  round  ligaments 
that  have  been  made  use  of  for  the  cure  of  retroversion  of  the  uterus 
are  innocent  of  harmful  effects  upon  its  reproductive  functions.  But 
the  distorting  methods  of  loop  formation  by  which  alone  these  liga- 
ments can  be  shortened  by  vaginal  or  by  ventral  celiotomy,  depend 
upon  the  uncertain  tenure  of  sutures  and  adhesions;  they  interfere 
with  the  physiological  evolution  and  involution  of  the  ligaments  in  case 
of  pregnancy  and  do  generally  not  prevent  a  recurrence  of  the  dis- 
placement after  labor.  Shortening  of  these  ligaments  by  way  of  the 
inguinal  canals,  their  natural  channels,  when  properly  done,  is  the  only 
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operation  that  has  been  proven  to  stand  the  double  test  of  pregnancy; 
while,  at  the  same  time,  it  does  not  interfere  with  the  anatomy  nor 
the  function  of  any  organ  and  does  not  establish  a  new  thorn  in  the 
flesh  in  the  form  of  persistent  or  ever  recurring  pain  from  traction  on 
peritoneal  structures. 

IX.  In  the  majority  of  all  infections  of  the  internal  female  genera- 
tive organs,  the  infecting  agents  do  not  continue  to  exist  in  an  active 
state,  indefinitely,  but  die  out  after  causing  the  organs  to  become  ad- 
herent, and  leave  no  foci  or  accumulations  of  really  infectious  material 
in  or  about  these  organs.  Such  adhesions  of  these  organs  are  com- 
monly liberated  by  the  best  operators  through  small  ventral  or  vaginal 
incisions,  exclusively  by  touch  without  sight.  And  this  can  be  done 
equally  well  through  the  dilated  internal  inguinal  rings,  through  which 
the  adnexse  can  then  be  easily  drawn  out  and  the  most  ideal  conserva- 
tive operations  performed  upon  them  and,  therefore,  also  the  best  at- 
tainable degree  of  health  obtained  for  the  patient  with  greater  facility 
than  by  any  other  route. 

X.  The  aggregate  subjective  and  anatomical  evils  that  arise  from 
pathologic  displacements  of  this  kind  are  only  in  part  due  to  the  retro- 
version of  the  uterus  and  are  largely  due  to  the  associated  or  consequent 
descensus  of  its  adnexae;  and  permanent  restoration  to  a  more  auspi- 
cious position,  if  needed  at  all,  is  needed  as  much  by  the  latter  as  by 
the  former.  And  while  in  the  majority  of  instances  the  moderate 
discensus  of  the  ovaries  is  sufficiently  overcome  by  restoring  the  uterus 
to  thorough  anteversion,  in  the  other  cases  it  must  be  achieved,  if  they 
are  to  become  or  to  remain  well,  by  shortening  the  lateral  true  sus- 
pensory ligament  of  the  ovary.  This  requires  an  access  to  the  lateral 
wall  of  the  pelvis  such  as  is  obtained  by  a  good-sized  median  ventral 
incision,  or  through  the  dilated  internal  inguinal  ring  immediately  in 
front  of  the  parts,  through  which  the  relaxed  ligamentum  infinidibulo- 
pelvicum  is  easily  drawn  out  and  looped  upon  itself;  but  it  is  not  possi- 
ble by  any  of  the  vaginal  routes  which  are  very  serviceable  for  extirpa- 
tion but  not  for  conservative  surgery  upon  the  adnexae. 

Methods  of  Treatment. 

/.  Medicinal  Means. — These  are  applicable  to  both  sterile  and  fruit- 
ful women  alike  when  the  local  conditions  suitable  for  it  exist.  Mov- 
able retroverted  uteri  that  are  not  complicated  by  adhesions  or  other 
diseases  of  adnexae,  and  still  make  symptoms,  should  be  restored  to 
normal  position  by  bimanual  palpation  and  manipulation — not  by  the 
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use  of  any  kind  of  sound  or  intra-uterine  repositor  nor  by  a  pessary, 
tither — and  after  they  have  been  so  restored  by  intelligent  hands  they 
should  be  retained  in  anteversion  by  a  suitable  pessary  so  fitted  that  it 
is  not  noticeable  to  the  patient.  To  this  category  can  be  added  cases 
that  are  complicated  by  adhesions  that  are  limited  mostly  to  the  uterus 
without  disease  or  firm  fixation  of  adnexae  particularly  in  descensus. 
These  can  be  liberated  and  replaced  by  massage,  which  should  be  done 
every  third  or  fourth  day  and  followed  by  a  generous  ichthyol  and 
glycerine  tamponing  rationally  applied,  to  be  retained  for  forty-eight 
to  sixty  hours  and  followed  by  large  hot  douches  in  the  dorsal  posi- 
tion twice  daily.  Cases  in  which  the  fixations  predominate  in  or  upon 
the  adnexae,  particularly  where  the  ovaries  are  soldered  down,  are  not 
so  amenable  to  massage  even  if  the  uterus  is  free;  because  of  their 
much  smaller  size  and  far  more  delicate  structure  than  the  uterus,  it  is 
easier  to  do  harm  to  the  ovaries  than  to  detach  them  by  this  mechanical 
treatment.  And  an  ovary  that,  on  account  of  its  relaxed  supports, 
does  not  ascend  with  the  fundus  uteri  when  the  uterus  is  restored  to 
anteversion,  or  that  cannot  do  so  because  it  is  fixed  in  descensus,  will 
generally  forbid  the  use  of  a  pessary.  With  the  exception  of  these 
cases  and  others  in  which  serious  destructive  disease  or  neoplasms 
in  the  appendages  make  an  abdominal  section  unavoidable,  a  large 
proportion  of  patients  with  these  displacements  can  be  restored  by 
these  means  to  very  good  health  provided,  that,  for  from  one  to  three 
years,  they  will  go  to  a  doctor  who  understands  bimanual  palpation  and 
the  correct  use  of  pessaries,  every  one  to  two  months  for  revision  and 
readjustment;  and,  provided,  furthermore,  that  they  will  use  cleansing 
hot  vaginal  douches  preferably  of  strong  salt  water  or  with  a  more 
potent  antiseptic  when  required,  in  the  dorsal  position  once  or  twice 
daily  all  the  time  except  during  menstruation.  Tedious  and  tiresome 
as  all  this  may  be,  the  majority,  especially  of  women  who  have  a  ca- 
pacity for  conception,  had  better  be  treated  in  this  manner  if  among 
surgical  measures  nothing  better  awaits  them  than  some  flimsy  seroso- 
serous  fixation  or  suspension  of  the  uterus  that  serves  frequently  as  a 
makeshift  only  until  the  next  labor,  or  a  more  lasting  fixation  of  the 
uterus  to  the  vagina  or  to  the  abdominal  wall  that  can  convert  the  next 
labor  into  a  horror  ! 

//.  Surgical  Treatment. — In  this  it  is  of  prime  importance  to  make 
a  clear  distinction  between  females  who  retain  no  probable  capacity 
for  conception  and  those  who  do.  Sime  surgical  procedures,  such 
as  a  firm  and  direct  fixation  of  the  fundus  to  the  vagina  or  to  the  ab- 
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dominal  wall,  may  be  very  suitable  in  the  former  class,  but  should  be 
totally  avoided  in  the  latter. 

1.  In  Women  with  Whom  Future  Pregnancy  is  out  of  the  Question, 
the  surgical  measures  for  correcting  or  preventing  a  retroversion  of 
the  uterus  will  resolve  themselves  mostly  into  auxiliaries  to  opera- 
tions for  other  more  formidable  disorders.  Thus  when  the  appendages 
are  wholly  removed  and  the  uterus  is  retained,  which  the  writer,  for 
conservative  reasons,  deems  best  in  about  one-half  of  all  such  cases, 
the  uterus  should  be  secured  against  the  possibility  of  falling  back- 
ward, when  operating  by  the  ventral  route,  preferably  by  intra-abdom- 
inal shortening  of  the  round  ligaments,  or  by  a  ventrofixation  or  a 
ventrosuspension  if  preferred.  And  when  operating  by  vaginal  celi- 
otomy, the  same  object  should  be  cared  for  by  a  vaginofixation.  This 
is  preeminently  the  operation  of  election  in  cases  of  elderly  women 
with  genuine  prolapse  of  the  uterus  and  not  merely  an  elongation  of 
the  supravaginal  cervix.  Many  of  such  cases  will  not  be  permanently 
cured  by  the  best  of  plastiques  upon  the  vagina  and  the  pelvic  floor 
alone.  But  these  operations  can  readily  be  preceded  in  the  same  sit- 
ting by  an  anterior  median  vaginal  cceliotomy  by  which  the  internal 
organs  can  receive  all  needed  attention  and  the  fundus  and  body  of  the 
uterus  can  be  attached  permanently  to  the  vagina  high  up,  by  a  seroso- 
fibrous  or  fibrofibrous  junction  and  a  durable  result  obtained  by  com- 
paratively light  and  conservative  procedures. 

But  there  are  a  relatively  small  number  of  women,  near  the  meno- 
pause, with  retroversions  complicated  with  adherent  and  very  painful 
or  diseased  adnexae,  that  are  served  best  by  an  anterior  vaginal  celi- 
otomy followed  by  shortening  of  the  round  ligaments  or  a  vaginal  fixa- 
tion of  the  fundus  as  the  operator  may  choose. 

2.  Surgical  Measures  for  pathologic  Retroversions  and  Retroversio- 
tlexions  in  Women  who  have  a  probable  Capacity  for  Reproduction. 
— Among  this  large  class  of  women  there  is  comprised  a  relatively  small 
number  of  cases  in  which  the  displacement  clearly  makes  symptoms, 
although  the  uterus  and  appendages  both  are  free  and  no  pronounced 
degeneration  or  disease  exists  in  either  of  them,  aside  from  a  moderate 
endometritis  which,  however,  disappears  spontaneously  when  the  dis- 
placement is  corrected  for  a  longer  period  of  time,  and  constantly  re- 
curs with  any  other  treatment  when  the  displacement  is  not  corrected. 
Most  of  these  cases  need  no  surgical  treatment  but  enjoy  good  health 
by  wearing  a  pessary  periodically  with  the  care  above  mentioned.  They 
are  the  few  with  which  the  simple  Alexander  operation — as  a  mere 
competitor  of  the  pessary — has  been  able  to  cope  successfully. 
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But  opposite  to  these  simple  cases,  in  the  other  extreme,  are  a  larger 
number  of  cases  of  retroversion  associated  with  destruction  of  the 
adnexae  of  one  side  by  neoplasms  or  by  infections  that  are  still  active 
or  that  have  formed  dangerous  fluid  accumulations  which  require  a 
generous  access  and  the  guidance  of  the  eye  in  addition  to  that  of 
touch  to  deal  with  them  successfully — while  enough  can  probably  be 
saved  or  reconstructed  of  the  adnexae  of  the  opposite  side  to  continue 
the  reproductive  functions.  In  these  cases  median  ventral  celiotomy 
is  the  safest  course  and  gives  the  best  chance  for  doing  the  most  nearly 
ideal  conservative  work  for  the  patient.  In  such  cases,  after  removing 
from  the  appendages  what  is  destroyed  and  securing  the  most  auspi- 
cious condition  for  the  remainder,  the  writer  usually  corrects  the  dis- 
placement of  the  uterus  by  doubling  each  round  ligament  upon  itself 
in  such  a  manner  as  to  make  its  outer  half  three-ply.  This  is  done 
by  drawing  it  up  in  a  loop  by  a  forceps  caught  upon  it  about  midway 
between  the  uterus  and  the  abdominal  wall,  then  uniting  the  two  sides 
of  this  loop  with  fine  silk  to  a  point  as  low  down  as  possible,  and  finally 
the  apex  of  the  united  loop  is  turned  over  and  stitched  to  the  perito- 
naeum and  the  ligament  at  the  point  of  its  entrance  to  the  abdominal 
wall.  But,  on  account  of  the  greatly  superior  serviceability  of  round 
ligaments  shortened  by  way  of  the  inguinal  canal,  Kellog,1  Edebohls,2 
R.  Abbe3  and  F.  W.  Johnson4  have  made  two  additional  incisions  for 
that  purpose  in  these  cases.  The  majority  of  operators,  however,  would 
do  some  form  of  mediate  ventrofixation  (suspension)  which,  under 
these  conditions,  is  an  excusable  procedure.  But  the  writer  never  has 
performed  it  where  some  form  of  shortening  of  the  round  ligaments 
was  available,  and  never  would  hitch  the  uterus  to  the  abdominal  wall 
by  any  kind  of  a  band  in  the  much  larger  number  of  cases  that  do  not 
absolutely  require  such  a  ventral  incision  and  ocular  inspection  for 
other  reasons — because  (a)  ventrosuspension,  while  it  usually  does  not 
create  obstetric  complication,  it  nevertheless  partakes  of  the  irrational 
and  unnatural  qualities  and  inherent  antagonism  to  nature  that  are 
the  chief  chracteristics  of  the  entire  genus  of  fixation  procedures  to 
both  the  vagina  and  to  the  abdominal  wall.  And  (£>)  because  these 
so-called  "new  ligaments"  occasionally  cause  intestinal  obstruction. 
Thus  Ruch,5  Jacobs,6  Olshausen,7  and  A.  L.  Smith,8  each  have  pub- 
lished a  case,  and  Rufus  B.  Hall9  of  Cincinnati  has  dealt  with  three 
cases  and  in  a  recent  letter  he  informs  me  of  another  death  from  ileus 
due  to  the  suspension  band  that  occurred  in  his  knowledge,  but  in  the 
hands  of  others.  And  Fritsch10  (Bonn)  did  a  ventrofixation  by  Ols- 
hausen's  method  of  attaching  not  the  uterus  but  the  origins  of  the 
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round  ligaments  to  the  abdominal  wall — which  is  the  most  innocent 
of  the  original  German  methods — and  later  on  he  had  to  do  a  second 
abdominal  section  to  relieve  the  patient,  who  could  not  stand  straight 
or  walk.  He  found  the  omentum  incarcerated  in  the  cleft  between  the 
fundus  uteri  and  abdominal  wall  and  had  to  resect  much  of  it. 

But  intermediate  between  the  lightestandthe  severest  grades  of  these 
affection  is  the  most  numerous  class  of  all  still  to  be  provided  for — those 
cases  of  retroversion  in  which  infection  has  run  its  course  and  has 
died  out,  leaving  more  or  less  extensive  adhesions  and  fixations  of  the 
organs  with  degenerate  conditions  in  the  adnexae  but  without  leaving 
septic  or  purulent  accumulations.  In  these  cases  the  writer  formerly 
applied  massage  extensively,  together  with  other  well-known  medical 
means,  to  liberate  the  organs  and  to  prepare  them  either  for  a  pro- 
tracted and  sometimes  endless  use  of  a  pessary,  or  for  the  simple  Alex- 
ander operation.  Cases  that  could  not  be  completely  liberated  by  these 
means  were  freed  with  a  finger  introduced  into  the  small  pelvis 
through  an  opening  in  the  posterior  vaginal  wall,  immediately  pre- 
ceding the  Alexander  operation.  But  this  gave  no  opportunity  for 
relieving  the  appendages  of  degenerate  conditions  or  particles  aside 
from  the  fixations,  and,  therefore,  not  so  good  a  grade  of  general  aver- 
age health  was  obtained  by  at  least  seventy-five  cases  of  the  simple 
Alexander  operation,  as  has  later  been  obtained  by  the  writer's  addi- 
tion of  bilateral  inguinal  celiotomy  to  the  Alexander  operation  as  per- 
formed by  Edebohls  and  by  himself  up  to  September,  1893.  He  dis- 
covered at  that  time  that  the  results  of  a  tedious,  laborious  and  painful 
course  of  massage  could  in  every  instance  be  much  more  completely 
obtained  in  a  few  minutes  by  an  index  finger,  usually,  in- 
troduced through  the  easily  dilated  internal  inguinal  ring  of  each  side 
after  the  inguinal  canal  has  been  opened.  He  found  that  the  tubes 
and  ovaries  so  liberated  could  be  drawn  out  here,  without  traumatism, 
and  trimmed  by  surgical  procedures  that  are  conservative  in  the  highest 
degree,  that  they  could  be  restored  from  descensus  to  an  approxi- 
mately normal  position  by  shortening  their  common  lateral  suspensory 
ligament  or  that  they  could  be  removed  by  the  same  apertures,  if 
exceptionally  required.  And  it  has  become  very  clear  that  the  simple 
Alexander  operation  without  such  interperitonaeal  work  is  generally 
too  imperfect  and  imbecile  a  procedure  because  it  does  not  cover  these 
paramount  indications  and  because  it  cannot  secure  a  sufficient  or  an 
effectual  shortening  of  the  round  ligaments  in  many  simple  cases  even 
of  movable  retroversions,  for  in  many  such  cases  the  round  ligament 
is  so  engaged  within  the  broad  ligament,  that  after  any  amount  of 
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dissection  and  traction  upon  it  extra-abdominally,  it  continues  to  pull 
from  the  middle  or  the  lateral  portion  even  of  the  broad  ligament  in- 
stead of  from  the  uterus.  This  fact  accounts  for  some  of  the  recur- 
rences of  displacement  in  cases  of  the  simple  Alexander  operation  and 
can  not  be  known  nor  corrected  unless  a  finger  be  introduced  into  the 
abdomen. 

The  technic  of  this  bilateral  inguinal  celiotomy  and  shortening  of  the 
round  ligaments  via  the  dilated  internal  inguinal  rings  has  been  stated 
in  detail  elsewhere'-  and  may  be  summarized  as  follows:  an  incision 
five  to  seven  cm.  long,  beginning  at  the  pubic  spine  and  extending  par- 
allel with  Poupart's  ligament  and  one  cm.  above  it,  is  made  through 
the  skin  and  fat  only.  No  other  cutting  is  done  unless  occasionally 
a  few  crossing  fibers  at  the  outer  acute  angle  of  the  external  ring  are 
severed  in  order  to  start  the  blunt  cleavage  of  the  important  aponeu- 
rosis of  the  external  abdominal  oblique  muscle  by  fingers.  The  in- 
guinal canal  now  being  open,  the  round  ligament  is  traced  from  a  little 
bunch  of  fat  caught  in  an  artery  forceps  in  the  external  ring  before 
splitting  the  aponeurosis.  To  do  this,  as  the  most  valuable  guide 
to  a  ready  finding  of  the  ligament,  the  external  ring  should  always 
be  laid  bare  carefully  first.  From  the  posterior  wall  of  the  open  canal 
the  round  ligament  is  readily  drawn  out  by  crowding  back  the  loosely 
attached  internal  oblique  and  transversalis  muscles  with  gauze  sponges, 
and  the  peritonseal  envelope  appears  in  the  form  of  a  whitish  tent 
drawn  out  upon  the  ligament.  This  it  is  best  to  nick  with  scissors  to 
obtain  clear  cut  edges,  which  are  caught  in  artery  forceps.  Through 
this  opening,  after — and  frequently  without  previous  stretching  with  a 
long  forceps — an  index  finger  is  introduced  and  passed  over  the  entire 
posterior  surface  of  the  uterus  and  from  the  proximal  cornu  along  the 
tube  or  along  the  utero-ovarian  ligament  to  the  ovary.  These  parts 
are  more  frequently  adherent  than  the  uterus  itself,  but  are  easily 
liberated  and  then  drawn  out  for  inspection.  (In  fat  subjects  only 
upon  the  plain  of  the  aponeurosis  at  the  bottom  of  the  fat  wound, 
which  is  then  made  a  little  longer.)  And  when  required,  the  ovary 
is  resected  or  a  salpingastomy  is  made  or  the  suspensory  ligament  of 
both,  when  it  is  elongated  so  that  it  can  be  drawn  out  of  the  wound, 
is  doubled  and  stitched  upon  itself  or  occasionally  the  tube  and  ovary 
of  one  side  are  tied  off  and  removed.  In  case  the  uterus  is  firmly 
adherent,  especially  if  so  to  organs  that  are  themselves  movable,  like 
the  omentum,  it  is  prevented  from  dodging  or  escaping  the  finger 
in  the  abdomen  by  steadying  the  cervix  by  means  of  two  fingers  of 
the  other  hand  in  the  vagina  and,  in  extreme  cases,  by  a  thick  dilating 
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sound  introduced  into  the  uterus,  whose  cervix,  in  such  cases,  has  al- 
ways been  dilated  and  its  cavity  curetted  as  the  first  act.  The  round 
ligament  is  always  carefully  liberated  from  the  broad  ligament  along 
with  a  supplementary  strip  of  adherent  peritonaeum,  until  it  distinctly 
pulls  from  the  fundus  uteri  and  it  is  anchored  in  the  second  tier  of  su- 
tures to  the  posterior  surface  of  Poupart's  ligament  that  has  been  everted 
for  that  purpose  -by  means  of  a  forceps.  The  wound  is  closed  a  la 
Bassini,  with  four  tiers  of  sutures,  three  of  catgut  being  buried.  The 
first  one  in  form  of  a  purse-string  closes  the  peritonaeum  and  internal 
ring.  The  second  brings  down  two  or  three  good  bundles  from 
the  internal  oblique  and  transversalis  muscles  and  unites  them  to  the 
outer  half  of  Poupart's  ligament,  in  front  of  the  closed  internal  ring 
and  laterally  from  the  round  ligament,  to  guard  against  hernia.  By 
from  three  to  five  similar  and  successively  inward  stitches  in  this 
layer,  the  round  ligament  is  carefully  imbedded  between  a  roll  of 
elastic  muscle  tissue  and  Poupart's  ligament ;  so  that  its  circulation  will 
not  be  cut  off ;  it  receives  a  safe  anchorage  and  the  inguinal  canal 
is  solidly  closed  along  its  entire  length.  In  the  third  tier  the  split 
edges  of  the  aponeurosis  are  carefully  reunited  throughout,  and  in 
the  fourth  tier  the  outer  wound  is  closed  by  interrupted  silkworm  gut 
or  celluloid  thread  sutures,  without  drainage. 

From  the  18th  of  September,  1893,  to  the  16th  of  March,  1900, 
the  writer  has  performed  this  operation  in  106  cases,  always,  except 
in  two  cases,  in  conjunction  with  one  or  several  auxiliary  operations, 
as  curettement,  cervix  operation,  posterior  colporrhaphy  and  perineor- 
rhaphy— in  some  ten  cases  for  a  complete  tear  into  the  rectum — or  re- 
moval of  haemorrhoids  by  the  cautery.  There  has  been  no  death  due 
to  the  operation  as  such.  One  patient  that  should  not  have  been  anaes- 
thetized died  on  account  of  a  kidney  complication  that  was  not  dis- 
covered owing  to  an  unfortunate  mistake  in  the  examination  of  the 
urine.  A  pus-tube  was  enucleated  and  removed  from  one  side  in 
three  cases.  Both  tubercular  tubes  containing  cheesy  pus  were  removed 
in  one  case  and  an  early  unruptured  tubal  pregnancy  in  another,  all 
in  violation  of  the  writer's  general  plan,  and  owing  to  errors  in  diag- 
nosis. None  of  these  ruptured  during  extirpation;  otherwise  median 
ventral  celiotomy  would  have  been  done  immediately,  and  convales- 
cence was  not  materially  disturbed  in  any  of  them. 

Nine  months  ago  the  writer  made  a  careful  review  as  to  the  present 
status  of  forty-nine  cases  operated  upon  at  times  that  averaged  eigh- 
teen months  previous  to  that  time.   And  he  is  personally  informed  as  to 
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the  present  status  of  at  least  twenty-five  cases  more.  In  all  these  to- 
gether retroversion  has  not  occurred  in  a  single  case,  and  no  fully  de- 
veloped hernia  has  supervened.  One  hard-working  woman  has  a  weak 
spot — an  impending  hernia — on  one  side  and  ascribes  it,  probably  cor- 
rectly, to  sliding  down  a  slippery  stairway  upon  her  buttocks,  five  weeks 
after  the  operation,  when  she  felt  something  "give  way"  there.  But 
incidentally,  a  few  developed  and  more  impending  inguinal  hernise  and 
one  femoral  hernia  have  been  cured  by  the  operation. 

Eight  cases  of  pregnancy  are  known  to  have  followed.  Two  of 
these  confessed  to  having  an  abortion  procured  upon  themselves,  and 
the  remaining  six  went  to  and  through  labor  normally,  and  have  each 
of  them  a  normally  anteverted  and  involuted  uterus,  as  the  writer  knows 
from  examining  all  but  one  of  them  himself.  It  is  germane  to  state 
here  that  in  Stacker's13  observation  eight  cases  were  available  for 
examination  after  passing  through  a  normal  pregnancy  and  labor — 
some  of  them  twice — after  an  ordinary  Alexander  operation,  and  in 
each  case  the  uterus  was  found  in  normal  position ;  finally  Edebohls14 
examined  seven  cases  which  had  been  treated  by  this  operation  and 
had  subsequently  passed  through  one  and  some  of  them  two  normal 
pregnancies  and  labors,  and  found  the  uterus  anteverted.  Burrage15 
observed  a  total  of  twelve  pregnancies  in  seventy-one  cases  of  Alex- 
ander operation.  Two  of  these  had  a  defective  primary  result  of  the 
operation  when  they  left  the  hospital,  such  as  one  ligament  torn  off 
at  time  of  operation  in  one  case  and  the  other  no  good  result  at  the 
time  for  some  other  reason.  These  two  and  one  other  that  had 
an  adherent  placenta  and  a  severe  septic  process  to  endure  during 
the  puerperal  state  were,  for  these  very  sufficient  reasons, 
found  to  have  a  recurrence  of  their  displacements  after  labor; 
but  the  nine  cases  which  had  fairly  normal  primary  results  of 
operation  uniformly  passed  the  double  test  of  pregnancy  suc- 
cessfully. Thus  we  have  twenty-nine  successful  cases  that  have 
stood  this  crucial  test  and  no  failures  that  can  be  honestly  counted. 
This  fairly  established  the  writer's  postulate  that  shortening  the  round 
ligaments  via  the  inguinal  canals,  if  thoroughly  done,  is  so  far  the 
only  operation  that  has  been  proven  not  only  not  to  hinder  gestation 
and  labor,  but  also  not  to  permit  a  recurrence  of  the  displacement 
afterwards;  because  such  comparatively  uniform  good  ultimate  results 
have  not  been  shown  nor  can  they  be  shown  by  the  advocates  of  any 
other  operation,  nor  have  they  all  of  them  aimed  so  high  or  expected 
as  much. 
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PERSONAL  REMINISCENCES   ASSOCIATED  WITH  THE 
PROGRESS  OF  GYNAECOLOGY  * 

By  Thos.  Addis  Emmet,  M.D.,  New  York. 

{Continued.) 

I  have  in  the  briefest  manner  attempted  to  trace  in  outline  the  chief 
plastic  work  perfected  by  me  during  the  ten  years  I  held  the  position 
of  head  of  the  Woman's  Hospital,  but  I  have  intentionally  omitted  spe- 
cial reference  to  abdominal  surgery  for  later  consideration. 

At  an  early  period  in  my  investigations  I  began  to  appreciate  the 
fact  that  in  the  treatment  of  "uterine  disease,"  as  it  was  termed,  gen- 
eral attention  had  been  directed  more  to  the  effect  than  to  the  cause 
and  that  the  latter  was  closely  connected  with  pelvic  inflammations.  I 
had  become  familiar  with  the  exhaustive  researches  made  by  ob- 
servers in  Europe  during  the  early  part  of  this  century  and  with  the 
fact  as  well  that,  after  all  their  study,  they  had  failed  to  reach  any  agree- 

*  Prepared  bv  request  and  read  in  abstract  before  the  American  Gyn;cco- 
logical  Society,  May  3,  1900. 
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ment  as  to  the  relative  importance  of  cellulitis  and  peritonitis.  Until 
I  began  to  study  the  subject  and  to  make  careful  post-mortem  examina- 
tions the  two  conditions  were  generally  regarded  as  distinct  lesions  and 
no  special  connection  was  supposed  to  exist  between  either  of  them  and 
"uterine  disease."  I  very  soon  satisfied  myself  that  the  supposed  path- 
ological conditions  in  the  uterus,  not  due  to  infection  or  new  growths, 
were  but  symptoms  of  some  inflammatory  action  in  the  pelvis,  exterior 
to  the  uterus.  I  devoted  over  five  years  to  writing  a  work  on  what  I 
considered  constituted  "The  Principles  and  Practice  of  Gynaecology," 
the  first  edition  of  which  was  published  in  1879.  This  book  must  be  con- 
sidered as  a  factor  in  the  advance  of  the  treatment  of  the  diseases  of 
women.  Whatever  may  have  been  its  merits  or  demerits  in  part,  as  a 
whole  the  book  represented  a  new  departure  and  one  unique  and  based 
upon  original  observation.  The  greater  portion  of  this  book  is  accepted 
to-day  without  question  as  common  property  and  to  such  an  extent 
has  absorption  from  it  taken  place,  as  to  many  principles,  methods  of 
examination,  mode  of  operating  and  instruments,  that  the  original 
source  even  has  been  lost  in  the  writings  of  many  later  medical  authors. 

The  recital  of  a  few  circumstances  connected  with  the  publication 
of  this  work  may  now  prove  of  interest.  When  the  manuscript  was 
nearly  ready  it  was  offered  to  a  publishing  house  in  New  York  and  was 
not  accepted  owing  to  the  confidential  advice  of  a  member  of  the  pro- 
fession who  had  long  sustained  a  close  relation  with  the  author.  His 
judgment  was  accepted  as  conclusive  that  my  teaching  was  visionary. 
This  I  learned  many  years  afterwards.  On  the  advice  of  a  friend  a 
portion  of  the  book  was  rewritten,  as  a  compromise,  to  prepare  its  way 
with  the  profession,  the  second  edition  was  improved  upon  and  finally, 
in  the  preface  to  the  third  edition,  I  made  the  following  statement : 
"A  portion  of  the  manuscript  of  the  first  edition  of  this  work  was  ex- 
punged or  rewritten  on  the  advice  of  a  friend,  with  the  object  of  omitting 
or  modifying  certain  views  therein  expressed  which  were  then  deemed 
too  decided.  It  was  thought  that  the  profession  was  not  in  a  condition 
to  receive  views  so  radically  different  in  character  from  those  universally 
accepted.  The  opinion  was  expressed  that  even  the  success  of  the  book 
might  be  jeopardized  by  urging  the  necessity  for  a  revolution  so  com- 
plete as  to  establish  a  new  school.  Since  that  time  the  entering  wedge 
has  been  pressed  forward  and  good  has  already  resulted  in  the  teaching 
of  a  more  rational  course  of  treatment.  It  is  believed  that  in  time  pro- 
fessional opinion  can  be  influenced  to  abandon  intra-uterine  medica- 
tion, as  one  not  based  upon  sound  views  of  pathology ;  to  recognize  the 
different  forms  and  shades  of  pelvic  inflammation  outside  of  the  uterus, 
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and  now  usually  overlooked,  as  constituting  the  chief  factors  in  the 
disease  and  that  the  exciting  causes  of  reflex  disturbances  will  be  more 
generally  admitted.  In  this  edition  these  and  other  views  have  been 
presented  in  a  more  forcible  manner  than  formerly,  with  the  hope  that 
in  due  time  good  fruit  will  be  borne."  Events  crowd  each  other  and  in 
rapidly  passing  make  but  little  impression  under  ordinary  circumstances. 
I  believe  few  in  the  profession  to-day  are  aware  of  the  facts  set  forth 
in  the  statement  I  have  just  quoted,  through  which  a  complete  revolu- 
tion in  practice  was  effected,  and  even  when  serious  thought  is  given 
to  this  subject  the  credit  is  generally  attributed  to  some  European 
source. 

In  1884,  on  the  publication  of  this  edition,  there  were  already  many 
in  the  profession  who  had  accepted  the  true  pathology  of  pelvic  inflam- 
mation and  advocated  a  change  in  the  mode  of  treatment.  But  an  un- 
prejudiced examination  of  my  teaching  from  1862  will  insure  me  the 
credit  as  the  pioneer.  Yet  I  have  been  charged'  with  false  teaching  in 
not  giving  due  importance  to  the  existence  of  peritonitis  and  a  doubt 
even  has  been  expressed  as  to  the  frequency  of  cellulitis,  to  which  I 
attributed  so  much  importance.  But  a  dispute  on  this  subject  is  to  my 
mind  not  unlike  the  one  in  the  fable  between  two  knights — whether 
the  shield  hanging  at  the  cross-roads  was  made  of  silver  or  of  gold. 
Each  judged  only  from  his  own  point  of  view  without  thought  as  to 
what  could  be  seen  from  the  other  side. 

Unless  the  connective  or  cellular  tissue  becomes  inflamed  in  con- 
nection with  childbirth,  as  it  frequently  does  below  the  dip  of  the 
peritonaeum,  no  pelvic  inflammation  can  exist  in  any  other  locality  or  to 
any  extent  without  involving  the  peritonaeum  as  well  as  the  connective 
tissue.  As  a  consequence  of  childbearing  or  traumatism  and  in  con- 
nection with  septic  poisoning,  it  seems  clear  to  my  mind  that  phlebitis 
and  lymphangitis  must  occur  at  the  beginning  and  that  neither  of  these 
can  exist  without  involving  the  neighboring  connective  or  cellular  tissue 
as  well  as  the  peritonaeum.  This  will  occur  notwithstanding  that  sep- 
sis may  have  been  carried  also  direct  to  the  peritonaeum  through  the 
lymphatics.  Observation  teaches  that  a  pure  cellulitis  is  a  transitory 
condition,  in  which  the  inflammation  rapidly  runs  its  course  and  sub- 
sides or  becomes  an  abscess.  The  tissues  involved  are  promptly  ab- 
sorbed and,  if  favorably  situated,  the  elasticity  of  the  neighboring  cel- 
lular tissue  closes  up  the  gap.  If  the  surrounding  tissues  are  not 
sufficient  in  amount  a  pit  is  formed,  for  new  connective  tissue  is  not  re- 
produced in  repair  of  the  old.  Whenever  the  tissues  are  thus  involved 
and  the  inflammatory  action  is  continuous  beyond  a  certain  point  they 
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must  break  down  into  an  abscess.  But  after  the  peritonaeum  has  be- 
come involved  to  any  extent  and  adhesions  form,  so  as  to  derange 
the  pelvic  circulation  and  to  produce  other  consequences,  there  may- 
be afterwards  a  limited  effort  at  repair.  But  the  evidences  of  damage 
are  of  long  duration  after  the  inflammation  has  disappeared. 

I  have  therefore  used  the  term  cellulitis  in  order  to  reconcile  the 
views  held  by  different  observers,  who  were  right  from  their  indi- 
vidual standpoints,  and  to  show  the  beginning  or  cause  of  this  form  of 
inflammation,  instead  of  employing  the  term  peritonitis  which  would 
generally  indicate  more  the  effect  or  result  than  the  original  character  of 
the  disease.  I  think  no  one  can  carefully  read  my  book  and  justly  charge 
that  I  have  not  fully  recognized  the  importance  of  peritonitis.  I  have 
made  this  digression  not  on  personal  grounds  but  to  establish  the  fact 
that,  when  the  treatment  of  supposed  ulceration  was  abandoned  and 
recognized  as  a  laceration  of  the  cervix  and  the  predisposing  cause 
of  reflex  disturbances  and  of  epithelioma,  and  when  the  importance  of 
pelvic  inflammations  exterior  to  the  uterus  became  known  in  their 
cause  and  effect  through  my  teaching,  so  that  treatment  to  the  uterine 
canal  was  abandoned,  quite  as  great  an  advance  was  thereby  made  in 
the  treatment  of  the  diseases  of  women  as  that  which  the  discovery  of 
asepsis  accomplished,  in  another  direction,  for  the  advance  of  abdominal 
surgery. 

At  the  meeting  of  this  Society  in  1878  many  of  you  will  recall  the 
reading  of  a  paper  by  me  on  vesico-vaginal  fistula.  In  it  I  then  pointed 
out  that  this  injury  when  from  a  slough  was  the  result  of  delay  in 
delivery  and  never  from  instrumental  delivery  and  I  also  proved  that 
where  ergot  had  been  employed  the  extent  of  damage  in  labor  was 
greatly  increased.  The  older  members  of  the  Society  can  recall  the 
general  sentiment  existing  in  the  profession  at  that  time  against  what 
was  termed  "meddlesome  midwifery"  and  they  also  know  how  fre- 
quently the  use  of  ergot  was  resorted  to  for  the  purpose  of  terminating 
tedious  labors  in  preference  to  the  application  of  the  forceps.  Few 
realize  that  since  the  publication  of  that  paper  a  revolution  as  a  direct 
consequence  has  taken  place  throughout  the  world  in  the  practice  of  ob- 
stetrics. The  practitioner  who  now  fails  to  deliver  as  soon  as  possible 
after  the  head  ceases  to  recede,  on  the  subsidence  of  a  pain,  would  be 
judged  derelict  in  his  duty  and  ergot,  to  hasten  delivery,  has  gone 
out  of  respectable  use.  Vesico-vaginal  fistula,  from  having  been  a  com- 
mon result  of  childbearing.  is  now  rarely  found  and  where,  of  neces- 
sity, a  special  ward  of  forty  beds  was  kept  always  full  formerly  in 
the  Woman's  Hospital,  to  accommodate  cases  from  every  portion  of 


Reminiscences  associated  with  the  Progress  of  Gynecology.  543 


the  world,  I  now  often  do  not  see  a  case  there  in  an  interval  of  several 
years.  During  the  past  year,  as  an  unusual  circumstance,  I  have  had 
two  in  my  service. 

Before  the  number  had  begun  to  decrease  I  was  able  to  cure  ninety- 
six  or  ninety-seven  per  cent,  of  all  the  cases  sent  to  the  Woman's  Hos- 
pital. At  the  present  time  I  claim  no  case  is  strictly  incurable,  so  far 
as  giving  retentive  power  to  the  patient  with  perfect  comfort  after- 
wards. In  those  I  have  seen  where  the  sloughing  of  the  vagina  with 
loss  of  all  the  soft  parts  under  the  arch  of  the  pubes  had  been  so  ex- 
tensive that  sufficient  tissue  could  not  afterwards  be  obtained  from 
any  source  to  repair  the  damage,  I  have  given  perfect  retentive  power 
by  closing  the  vaginal  outlet  and  then  establishing  a  permanent  fistula 
into  the  bladder  above  the  pubes.  The  opening  is  made  between  the 
recti  muscles  and  enters  the  bladder  between  the  peritonaeum  and  pubes. 
This  point  of  entering  the  bladder  is  not  original,  but  the  method  of 
establishing  the  permanent  opening,  by  uniting  the  edges  of  the  bladder 
to  the  skin,  was  devised  by  me.  This  is  the  same  method  I  adopted 
in  the  treatment  of  chronic  cystitis  and  it  is  the  only  one  by  which 
it  is  possible  to  form  a  permanent  or  non-contracting  opening.  The 
fistula  so  situated  admits  of  great  facility  in  washing  out  the  bladder 
and  on  the  knees  and  elbows  the  cavity  can  be  perfectly  emptied,  so 
that  no  phosphatic  urine  can  accumulate.  Perfect  retentive  power 
is  obtained  with  moderate  pressure  from  a  properly  shaped  truss.  As 
the  number  of  cases  requiring  this  procedure  is  decreasing  so  rapidly, 
it  may  in  time  be  employed  more  by  the  general  surgeon  for  the  relief 
of  men  suffering  from  enlarged  prostate  or  chronic  cystitis. 

The  use  of  pessaries  has  gradually  diminished  and  with  many  their 
necessity  is  no  longer  appreciated.  This  seems  a  natural  consequence 
attending  the  disappointment  many  have  experienced  from  their  use, 
a  result  possibly  not  due  so  much  to  the  agent  employed  as  to  a  failure 
on  the  part  of  many  to  appreciate  what  was  to  be  accomplished  by  their 
use.  My  experience  has  taught  me  that  the  correction  merely  of  the 
degree  of  version  was  of  little  consequence,  as  I  have  already  stated, 
in  comparison  with  a  change  of  the  prolapse  of  the  uterus  to  a  normal 
position.  All  that  can  be  expected  from  the  use  of  a  pessary  is  that  the 
circulation  shall  be  restored  and  the  likelihood  of  harm  avoided  if  this 
purpose  be  gained.  By  a  proper  use  of  a  tampon  we  may  accomplish 
much  in  many  conditions  where  formerly  a  pessary  would  have  been 
employed  and  to  a  limited  degree  we  can  utilize  various  means  for  sus- 
pension by  .abdominal  surgery.  But  with  the  reaction  which  must  come 
in  time,  there  will  be  a  greater  appreciation  of  the  value  of  plastic  sur- 
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gery  when  employed  with  a  clear  idea  as  to  what  is  to  be  accomplished. 
It  will  be  realized,  too,  that  there  still  exists  a  proper  field  for  pessaries. 
From  the  use  of  Trendelenburg's  position  and  there  observing  the 
rapidity  with  which  the  enlarged  vessels  decreased  in  size  where  the 
circulation  was  oppressed  by  the  action  of  gravity — I  have  exten- 
sively employed  the  inclined-plane  position  in  the  treatment  of  pelvic 
inflammations.  I  have  also  found  it  useful  after  much  of  my  plastic 
work  in  the  vagina  where,  until  involution  takes  place,  it  was  advisable 
to  elevate  and  maintain  the  uterus  at  a  higher  plane  in  the  pelvis,  as 
can  be  done  by  the  action  of  gravity. 

A  most  satisfactory  advance  has  been  made  by  me  within  the  past 
five  years  in  the  determination  of  the  limit  of  usefulness  to  be  derived 
from  the  operation  for  repair  of  lacerated  cervix  properly  executed. 
Under  favorable  circumstances  a  large  portion  of  the  dense  and  cystic 
tissue  as  well  as  true  scar  tissue  is  always  removed  and  most  gratifying 
results  have  been  obtained  in  the  past  by  the  gradual  disappearance  of 
various  reflex  symptoms,  with  marked  improvement  in  general  nutri- 
tion. I  have  noticed  for  several  years  a  gradual  change  in  the  char- 
acter of  these  lacerations  and  that  the  results  after  trachelorraphy  have 
not  been  as  hitherto  uniformly  successful.  The  explanation  of  this  fact 
is  that  owing  to  the  general  employment  of  aseptic  precautions  in  ob- 
stetrical practice  we  meet  a  smaller  number  needing  surgical  inter- 
ference, because  the  tear  is  in  a  larger  number  of  cases  repaired  through 
the  immediate  effects  of  Nature.  But  when  Nature  has  not  been  suc- 
cessful we  find  fewer  cases  than  formerly  where  the  diseased  tissue 
was  confined  chiefly  to  the  angles  of  the  laceration.  More  dense  tissue 
is  now  found  throughout  the  flaps  under  the  lacerated  surfaces,  with 
an  increased  number  of  mucous  follicles  in  various  stages  of  degenera- 
tion. In  several  instances,  having  failed  in  relieving  the  reflex  symp- 
toms after  repairing  the  cervix,  I  opened  up  the  united  surfaces  and 
found  the  tissue  again  infiltrated  with  diseased  follicles  and  the  mucous 
membrane  of  the  canal  has  generally  been  involved  as  far  as  the  in- 
ternal os.  To  remove  fully  this  diseased  tissue  necessitated  what 
might  be  termed  a  conical  amputation,  which  is  but  a  modification  of  an 
operative  procedure  I  perfected  many  years  ago.  I  have  gradually 
adopted  the  operation  for  amputation  of  the  cervix  and  have  almost 
entirely  abandoned  the  previously  accepted  operation  for  the  repair  of 
the  cervix,  which  I  had  practised  for  thirty-seven  years.  The  results 
after  amputation  have  been  uniformly  successful  in  my  practice  and  in 
that  of  others,  who  have  fully  adopted  the  special  method  which  I  have 
found  necessary.   Impregnation  has  occurred  in  a  number  of  instances 
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within  a  year  or  two  after  the  operation  and  delivery  effected  with  no 
impediment  to  the  progress  of  the  labor,  nor  fresh  injury  in  conse- 
quence thereof. 

The  method  of  amputation  with  the  special  mode  of  introduction 
of  the  sutures  for  the  purpose  of  firmly  securing  the  vaginal  flaps  over 
the  stump  and  for  keeping  the  os  uteri  patulous  constitute  altogether 
as  much  an  original  operation  in  all  its  details  as  the  one  I  have  dis- 
carded. 

Dr.  Sims  over  forty  years  ago  amputated  the  cervix  and  attempted 
to  cover  the  stump  by  drawing  the  raw  edges  of  the  vaginal  tissue 
over  it  and  securing  them  with  silver  sutures.  But  with  the  frequent 
occurrence  of  secondary  haemorrhages  until  the  flaps  or  the  formation 
of  an  abscess  or  sepsis  whenever  the  sutures  did  not  cut  out  to  insure 
drainage,  and  finding  closure  of  the  uterine  canal  in  every  instance 
after  the  surfaces  had  cicatrized,  he  at  length  abandoned  all  efforts 
in  this  direction. 

With  my  method  of  passing  the  sutures  from  the  vaginal  edge  into 
a  large  central  portion  of  the  uterine  stump  the  surfaces  to  be  united 
are  held  in  close  contact  as  the  vaginal  tissues  are  drawn  over  the 
stump  and  secured  by  interrupted  silver  sutures.  But  a  still  more  im- 
portant feature  is  the  introduction  of  one  or  more  sutures  on  each  side 
from  the  vaginal  edge  into  the  edge  of  the  uterine  canal  and  after  they 
are  secured  the  edges  of  both  mucous  membranes  are  drawn  in  exact 
contact,  so  that  in  the  healing  process  there  can  be  no  contraction  of 
the  uterine  canal  while  primary  union  throughout  the  whole  line  is  the 
rule  under  proper  aseptic  precautions. 

A  generation  has  passed  since  my  clinical  observation  established 
a  knowledge  of  the  close  relation  existing  between  a  laceration  of  the 
cervix  and  subsequent  development  of  epithelium.  Countless  numbers 
of  women  have  suffered  from  laceration  of  the  cervix  and  yet  from 
some  unknown  cause  epithelioma  was  not  developed.  Yet  every  woman 
who  has  passed  under  my  observation  during  the  past  thirty  years  or 
more  suffering  from  epithelioma  without  exception  had  sustained 
some  injury  of  the  cervix  as  a  consequence  of  labors,  criminal  abor- 
tion or  forcible  dilatation.  Within  this  period  five  or  six  in- 
stances occurred  in  my  service  at  the  Woman's  Hospital  where  this 
disease  developed  while  the  women  were  under  preparatory  treatment 
with  laceration  of  the  cervix  and  in  each  case  the  growth  was  so  rapid 
that  in  a  week  or  more  the  mass  was  as  large  as  we  usually  see  it  in 
practice  for  the  first  time.  All  of  these  women  suffered  from  an  un- 
usually large  number  of  cystic  follicles,  which  were  being  punctured 
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from  time  to  time  as  a  preparatory  measure  before  operating  for  repair 
of  the  cervix.  It  has  been  observed  that  within  a  few  years  past  there 
has  been  a  great  increase  in  the  numbers  suffering  from  cancer  but 
whether  this  be  specially  true  in  relation  to  epithelioma,  which  would 
be  included  in  the  number,  I  have  no  means  of  ascertaining.  But  I  am 
certain  the  condition  of  extensive  cystic  degeneration  now  more  fre- 
quently found  in  the  cervix  than  formerly  is  one  which  renders  the 
individual  far  more  liable  to  epithelioma  than  occurs  where  the  dense 
tissue  alone  is  found  in  the  angles  of  the  tear. 

The  operation  of  amputation  I  have  described  is  well  worthy 
of  consideration,  for  I  believe  should  the  time  come  when  such  cases 
are  treated  intelligently  by  the  profession  at  large  a  great  advance  will 
have  been  made  for  the  relief  of  suffering  humanity.  If  any  reliance 
can  be  placed  upon  accurate  clinical  observation  extending  over  a  period 
of  years,  there  can  be  nothing  truer  than  that  epithelioma  can  be  pre- 
vented by  the  means  I  have  indicated.  Instead  of  this  frightful  scourge 
existing  as  one  of  the  commonest  causes  of  death  among  women  who 
have  borne  children,  it  could  be  made  the  rarest  of  diseases.  And  yet 
there  are,  to  my  knowledge,  prominent  and  otherwise  intelligent  men 
in  the  profession  who  will  go  out  of  their  way  to  advise  a  woman  against 
the  necessity  of  an  operation  for  the  removal  of  this  danger.  This  is 
certainly  not  progress. 

Finally  in  connection  with  plastic  surgery  of  the  vagina  I  will  briefly 
refer  to  a  method  of  operating  which  in  my  hands  has  become  one  of 
the  most  satisfactory  in  gynaecological  surgery.  I  have  reference  to 
what  I  term  a  true  laceration  of  the  perinaeum,  where  the  child's  head 
causes  a  rupture  in  the  median  line  through  some  portion  of  the  recto- 
vaginal septum  and  sphincter  ani  and  upward  into  or  through  the  so- 
called  perinaeal  body  or  the  reverse  condition  which  may  result  from 
the  use  of  forceps.  It  is  just  thirty  years  since  I  first  succeeded  in 
uniting  the  ruptured  ends  of  the  muscle  and  realized  that  previous 
to  that  time  the  only  retentive  power,  and  that  a  limited  one,  ever  gained 
was  due  to  the  formation  of  a  cicatricial  band.  No  portion  of  the  rup- 
tured muscle  was  ever  united  and,  I  may  add,  a  large  number  who  at- 
tempt this  operation  at  the  present  time  get  no  better  result  than  the 
formation  of  this  cicatricial  band.  But  to  the  third  edition  of  my  book 
I  must  refer  the  student  who  may  be  interested  in  following  the  progress 
and  difficulties  which  were  overcome  in  perfecting  such  work. 

After  denuding  the  edges  of  the  tear  to  the  proper  width  for  union 
and  having  freshened  the  divided  ends  of  the  muscle,  I  bring  the  edges 
together  with  simple  interrupted  silver  sutures  as  I  would  close  a  vesico- 
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vaginal  fistula.  By  the  daily  administration  of  saline  purgatives  the 
patient  has  no  difficulty  with  the  bowels.  Altogether  the  operation  has 
been  reduced  by  this  method  to  one  of  the  simplest  in  surgery  and  one 
which  has  proved  almost  uniformly  successful  in  a  single  operation. 

I  can  make  but  passing  reference  to  the  advance  in  the  treatment 
of  the  diseases  of  the  bladder,  and  state  it  is  well  established  that 
many  of  the  reflex  disturbances  from  which  women  suffer  are  due  to 
injuries  in  the  urethra,  consequent  upon  childbearing.  Dr.  Skene  has 
placed  the  imprint  of  his  talent  and  industry  on  the  methods  employed 
for  treating  different  diseases  of  the  bladder  and  the  chief  modes  now 
in  vogue  are  based  on  his  teaching.  But  as  yet  there  has  been  little 
advance  made  in  the  surgical  treatment  of  the  female  urethra  beyond 
what  I  demonstrated  as  possible  over  twenty  years  ago,  in  the  last 
edition  of  my  work  on  "The  Principles  and  Practice  of  Gynaecology." 
From  want  of  knowledge  of  the  injuries  to  which  this  canal  is  sub- 
jected, through  ignorance  and  accident,  this  yet  remains  an  almost 
unexplored  field  for  the  profession  at  large.  Nearly  a  generation  has 
passed  since  I  pointed  out  that  injuries  to  the  urethra  were  as  frequent 
a  cause  of  reflex  symptoms  with  women  as  follow  laceration  of  the  cer- 
vix and  it  was  not  an  infrequent  injury  to  have  a  portion  of  the  whole 
mucous  membrane  and  sub-mucous  tissues  of  the  urethra  separated 
as  a  result  of  labor.  In  my  work  I  have  given  an  illustration  showing 
how  this  prolapse,  with  the  imaginary  caruncle,  can  be  readily  removed 
through  a  button-hole  opening  made  in  the  urethra  and  how  the  tissues 
can  again  be  permanently  united  throughout  the  length  of  the  canal. 
Yet,  but  a  few  days  since  a  pitiful  case  came  under  my  observation 
which  fully  demonstrated  what  may  be  justly  termed  the  criminal 
ignorance  of  these  injuries  which  still  exists  with  some  members  of 
the  profession.  In  this  instance  a  reputable  physician  had  tied  and 
cut  off  portion  after  portion  of  a  simple  prolapse  of  thickened  urethral 
tissue  for  the  cure  of  a  supposed  caruncle,  until  the  tissues  about  the 
neck  of  the  bladder  had  been  dragged  out  to  the  mouth  of  the  urethra 
and  there  fixed  by  the  scar,  leaving  the  woman  in  constant  suffering 
and  with  incontinence! 

I  received  my  first  medical  impressions  at  a  time  when  after  a  prac- 
titioner of  medicine  had  succeeded  in  establishing  his  reputation  as  a 
skilful  physician,  his  work  was  always  held  in  higher  estimation  than 
a  surgeon  could  command.  As  a  consequence  I  have  never  been  able 
to  lose  my  profound  respect  and  confidence  in  the  practice  of  medicine. 
Tt  has  taught  me  to  be  conservative  and,  notwithstanding  from  the 
force  of  circumstances  the  greater  portion  of  my  professional  life  has 
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been  devoted  to  surgical  work,  and  with  an  experience  in  abdominal 
surgery  which  few  ever  have  the  opportunity  to  acquire,  I  never  oper- 
ate until  I  have  exhausted  every  other  means.  In  fact  in  many  in- 
stances I  accept  the  necessity  for  an  operation  as  an  evidence  of  defeat 
owing  to  lack  of  therapeutic  knowledge. 

The  progress  made  during  the  past  twenty-five  years  has  been  a 
brilliant  one  from  a  purely  operative  standpoint  but  its  brilliancy  is  due, 
I  fear,  more  to  the  unanimity  gained  through  the  perfect  aseptic 
precautions  which  are  now  possible  than  to  the  skill  of  the  average 
operator.  Yet  we  have  developed  in  this  country,  I  believe,  many  of 
the  most  skilful  laparotomists  in  the  world.  Among  the  profession,  as 
a  whole,  the  knowledge  of  plastic  surgery  is  not  so  great  as  it  was 
twenty-five  years  ago,  for  at  that  time  we  led  the  world  as  the  teachers 
of  a  new  school.  It  would  also  seem  as  though  many  of  the  younger 
members  of  the  profession  more  particularly  have  become  indifferent 
to  the  knowledge  necessary  of  acquirement  in  order  to  become  accom- 
plished physicians  and  are  so  infatuated  with  an  operative  craze  that  in 
the  near  future  the  practice  of  medicine  may  become  an  exclusive 
specialty.  It  follows,  therefore,  as  a  natural  consequence,  that  with  no 
special  knowledge  of  the  practice  of  medicine  all  general  and  local 
treatment  will  be  ignored.  There  is  a  field  for  surgery,  and  a  most 
important  one  it  fills,  but  there  are  too  many  members  of  the  profession 
who  have  no  faith  in  medicine  and  who  ignore  a  necessity  of  any  pro- 
cedure not  connected  with  abdominal  surgery ;  a  state  which  is  not  an 
evidence  of  progress  but  on  the  contrary  is  an  indication  or  rather 
proof  that  we  have  deteriorated  in  the  healing  art  as  physicians. 

My  experience  in  abdominal  surgery  has  extended  from  i860,  when 
the  operator,  for  the  removal  of  an  ovarian  tumor,  had  to  face  the 
probabilities  of  a  coroner's  inquest  in  case  of  death.  The  general  sen- 
timent of  the  profession  was  opposed  to  it,  notwithstanding  that  the 
Atlee  brothers  and  others  in  this  country,  and  Clay  in  England,  had 
already  demonstrated  there  was  a  probable  future  for  the  operation. 

I  operated  in  1861  for  the  first  time  on  what  proved  to  be  a  fearful 
case  from  the  extent  of  adhesions  and  she  promptly  died  of  shock 
shortly  after  completing  the  operation.  I  had  thereafter  several  cases 
where  I  made  no  attempt  to  remove  the  tumor  in  consequence  of  the 
adhesions.  But  occupying  the  position  of  Surgeon-in-Chief.  at  the 
head  of  the  Woman's  Hospital,  I  was  soon  at  work  and  for  a  time, 
until  Dr.  Peaslee  began  to  give  special  attention  to  the  operation,  the 
greater  portion  of  the  abdominal  surgery  of  that  day  in  the  city  of 
Xew  York  came  under  my  charge.    The  accepted  practice  was  to  tap 
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and  never  attempt  removal  of  the  tumor  until  time  had  elapsed  for 
the  peritonaeum  to  become  tolerant,  as  it  was  supposed  that  it  did 
from  pressure  of  the  tumor.  The  operation  was  always  deferred  until 
the  patient  had  become  emaciated  and  it  was  delayed  as  a  rule  until  the 
tumor  had  reached  such  a  size  that  its  removal  became  imperative 
as  a  last  resort  to  save  life.  With  the  immunity  now  to  be  obtained  by 
proper  precautions  and  the  great  advantage  to  be  derived  from  an 
early  operation  in  the  development  of  all  growths,  the  operator  of  the 
present  day  cannot  appreciate  the  degree  of  pluck  and  dexterity  which 
was  formerly  needed  to  overcome  the  difficulties  usually  encountered. 
It  is  scarcely  possible  to  meet  in  practice  to-day  the  same  extent  of 
adhesions  and  variety  of  complications  which  then  presented  in  almost 
every  case,  with  the  patient,  as  I  have  stated,  reduced  as  a  rule  to  the 
last  extremity.  Such  at  least  was  my  experience  in  the  Woman's  Hos- 
pital, where  these  cases  were  sent  as  to  a  last  resort. 

I  have  estimated  that  in  the  past  thirty-nine  years  I  have  done  about 
fifteen  hundred  laparotomies,  the  actual  number  being  I  believe  rather 
above  than  below  this  approximation.  About  two-thirds  of  these  were 
for  the  removal  of  ovarian  tumors,  with  a  few  hysterectomies,  and  the 
greater  number  were  done  before  or  in  the  early  days  of  aseptic  sur- 
gery. It  has  been  a  source  of  regret  that  I  was  never  able  to  keep  a 
systematic  record  of  these  cases  in  private  practice  and,  from  various 
causes,  nearly  all  the  early  Woman's  Hospital  case  books  have  dis- 
appeared. Fortunately,  when  I  could  find  the  time  I  was  in  the  habit 
of  writing  out  the  history  and  description  of  the  more  interesting 
operations  for  my  own  use  and  a  large  proportion  of  these  cases  I  after- 
wards utilized  in  writing  my  work  already  referred  to. 

Notwithstanding  I  lack  the  statistics,  I  am  certain  my  success 
was  as  good  as  that  which  any  one  else  obtained  and  I  have  thought  I 
could  claim  better  results  before  the  days  of  asepsis,  from  the  fact  that 
many  of  my  operations  were  done  in  private  and  that  I  did  no  general 
practice,  while  the  only  safeguard  beyond  this  exclusion  was  a  liberal 
supply  of  hot  water  and  turpentine  soap. 

In  my  earlier  operations  I  always  attached  the  stump  of  the  ovarian 
pedicle  in  the  lower  angle  of  the  abdominal  incision.  Afterwards  I 
reluctantly  employed  the  clamp  with  various  results.  I  finally  ligated 
and  dropped  the  stump  into  the  abdominal  cavity  as  Nathan  Smith,  of 
Connecticut,  had  done  as  early  as  182 1,  but  which  became  popularized 
fully  forty  years  after  by  Tyler  Smith  of  London,  as  something  new. 

Dr.  Thomas  Keith  of  Edinburgh  and  afterwards  of  London,  dis- 
carded the  ligature  and  divided  the  pedicle  slowly  with  the  actual  cautery 
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at  a  red  heat,  with  the  effect  of  reducing  the  extremity  of  the  stump 
to  a  horn-like  consistency  which  was  then  returned  to  the  abdominal 
cavity.  He  obtained  at  that  time  better  results  by  this  method  than  any 
operator  who  employed  other  means.  It  is  worth  recording  the  re- 
markable spectacle  of  witnessing  an  operation  performed  by  Dr.  Keith 
and  his  son  Skene.  With  such  precision  and  common  accord  did 
these  two  work  together  and  assist  each  other,  that  it  was  not  pos- 
sible to  state  to  whom  the  credit  was  due  for  any  especial  operation 
done  by  them,  unless  given  to  the  father  as  the  originator. 

One  of  the  latest  advances  now  is  due  to  a  revival  of  Keith's 
method  by  its  application  to  the  division  of  other  tissues  by  the  cautery 
but  in  the  substitution  of  the  electric  for  the  actual  cautery  and  the  use 
of  ligatures. 

In  this  connection  I  may  also  mention  TufRer's  angiotribe,  as  a  sub- 
stitute for  the  ecraseur  of  old,  which  can  be  so  easily  sterilized  that  it 
has  been  accepted  as  a  most  important  instrument  when  used  for  the 
purpose  of  dispensing  with  ligatures. 

Previous  to  the  later  improvements  in  the  technique  of  aseptic  sur- 
gery I  obtained  the  largest  series  of  consecutive  recoveries  about  1868, 
after  securing  the  pedicle  with  silver  wire  introduced  as  a  cobbler's 
stitch.  I  made  four  sections  or  more  of  the  pedicle,  the  wires  being 
drawn  tight,  twisted  and  cut  off  short  with  the  ends  turned  under  the 
nearest  loop  when  the  whole  ligature  became  encysted.  From  being 
proud  of  my  first  success  in  saving  one  case  out  of  every  three,  to-day 
I  think  we  may  claim  that  98  or  99  per  cent,  of  all  ovarian  tumors 
removed  at  an  early  date  and  free  from  extensive  adhesions  should 
recover. 

Noeggerath  first  called  the  attention  of  the  profession  to  the  fre- 
quency of  pelvic  inflammations  among  women  from  sexual  intercourse 
if  the  male  had  ever  contracted  gonorrhea  and  he  stated  that  the  dan- 
ger from  contamination  was  equally  great  after  the  disease  had  appa- 
rently long  been  cured.  Tait,  afterwards,  from  living  in  a  manufac- 
turing town  where  the  existence  of  a  pus-tube  from  this  cause  was 
frequently  found,  was  able  to  perfect  the  diagnosis  between  a  distended 
tube  and  the  condition  which  he  had,  in  common  with  the  profession 
before  Noeggerath's  observations,  treated  as  pelvic  abscess.  Years  be- 
fore the  investigations  of  either  of  these  observers  I  had  treated  what 
I  regarded  to  be  a  pelvic  abscess  with  thickened  walls,  by  cutting  into 
it  from  the  vagina  and  dragging  its  edges  down  into  the  vaginal  wound. 
I  secured  them  there  by  means  of  interrupted  silver  sutures.  My  pur- 
pose was  to  establish  drainage  at  the  lowest  point  and,  after  breaking 
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up  all  the  pockets  of  pus  with  the  finger,  to  change  the  character  of 
the  lining  membrane  by  injections  of  Churchill's  iodine  or  the  use  of 
the  curette.  The  cavity  would  as  a  rule  gradually  disappear  with  fre- 
quent washings  out  with  warm  water  and  soap. 

To  this  day  I  practice  the  same  procedure  with  equally  satisfactory 
results  if  I  find,  on  opening  the  abdomen  for  the  removal  of  a  pus- 
tube,  that  the  adhesions  are  so  extensive  that  they  shut  in  the  pelvic 
cavity  from  the  peritoneal  one  above.  It  is  seldom  impossible  with 
care  and  time  to  separate  the  most  extensive  adhesions  but  with  the 
destruction  of  tissues  necessary  to  remove  tubes  and  ovaries  under  such 
circumstances  we  are  obliged  to  consider  the  almost  certainty  of  death 
unless  free  drainage  be  established  by  the  removal  also  of  the  uterus. 
Under  these  circumstances  I  generally  close  the  abdomen  and  open 
the  pus-tube  from  below  as  I  have  described  and  in  case  of  exceptional 
failure  necessitating  the  subsequent  removal  of  the  tube  by  reopening 
the  abdomen,  the  condition  and  chances  of  the  patient  will  have  been 
improved  by  the  delay. 

It  is  true  Tait  and  others  held  that  a  pelvic  abscess  exists  but  as 
a  pus  tube.  If  it  be  admitted  that  connective  tissue  exists  in  the  pelvis, 
it  would  be  difficult  to  explain  why  it  should  not  become  inflamed  and 
break  down  into  an  abscess  as  it  does  in  every  other  portion  of  the  body. 
Pus  tubes  are  certainly  of  frequent  occurrence  and  their  importance 
was  not  suspected  before  Mr.  Tait's  discovery.  But  we  must  look  to 
the  other  side  of  the  shield  because  in  my  experience  both  exist ;  I  have 
three  times  opened  the  abdomen  and  finding  the  tubes  in  a  healthy 
condition  have  emptied  the  abscess  from  the  vagina. 

In  removal  of  the  ovaries  I  have  always  been  most  conservative 
and  when  I  could  do  so  I  have  left  some  portion,  however  small, 
taking  care  to  cover  it  with  peritonaeum.  It  has  given  me  great  satis- 
faction to  learn  afterwards  that  pregnancy  had  occurred  in  several  in- 
stances with  successful  delivery.  I  can  recall  two  instances  going  to 
full  term  where  the  portion  of  only  one  ovary  left  was  not  larger  than  a 
grain  of  Indian  corn. 

Unobstructed  drainage  is  now  generally  accepted  as  a  necessity  to 
save  life  where  extensive  injury  has  been  done  to  the  peritoneal  sur- 
faces. It  was  a  principle  recognized  by  Dr.  Sims  manv  years  ago 
to  establish  this  by  an  opening  in  the  posterior  cul-de-sac  but  he  found 
by  experience  that  this  was  impracticable.  The  principle  is  now  ac- 
cepted, twenty  years  afterwards,  with  the  knowledge  that,  when  neces- 
sary, the  peritoneal  cavity  cannot  be  perfectly  drained  without  re- 
moval of  the  uterus. 
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When  I  began  the  study  of  medicine  some  fifty-four  years  ago 
it  was  the  successful  practice  with  many  to  treat  "child-bed 
fever"  or  the  septic  peritonitis  of  to-day  by  means  of  frequently  re- 
peated small  doses  of  calomel  and  soda,  followed  by  free  saline  purg- 
ing. The  theory  of  Dr.  Alonzo  Clark  was  blindly  accepted  afterwards 
that  perfect  rest  of  the  intestines  was  necessary  for  the  cure  of  perito- 
nitis and  the  "locking  up  of  the  bowels,"  as  it  was  termed,  by  the  ex- 
cessive use  of  opium  in  some  form,  for  many  years  retarded  the  ad- 
vance of  abdominal  surgery.  It  was  a  deadly  practice  and  the  direct 
cause  of  death  in  a  very  large  number  of  these  operations.  The  practice 
was  to  narcotize  the  patient  at  the  beginning  or  before  the  operation  as 
a  prophylactic  and  by  thus  arresting  all  the  secretions  the  patient  went 
quietly  to  her  grave  without  troubling  her  physician  who  remained  in 
ignorance  of  the  cause  of  death,  unless  it  were  shown  by  a  post-mortem 
examination.  The  revival  of  the  old  practice  in  the  use  of  saline  purga- 
tives to  drain  that  great  lymphatic  sac,  the  peritonaeal  cavity,  has  proved 
a  great  advance  and  the  saving  of  many  lives. 

Partial  hysterectomy  I  practiced  at  an  early  stage  but  the  results 
were  most  unsatisfactory  and  it  constituted  the  most  formidable  opera- 
tion in  surgery  before  the  methods  of  asepsis  become  perfected. 
For  a  long  time  after  the  advantages  of  ligating  an  ovarian  pedicle 
and  dropping  it  back  had  been  fully  recognized,  the  clamps  or 
other  means  continued  to  be  employed  after  a  partial  hysterectomy  for 
the  purpose  of  fixing  the  stump  in  the  abdominal  wound.  I  generally 
ligated  and  returned  the  stump  and  as  early  as  1880  I  covered  it  with 
the  separated  portion  of  the  bladder  with  the  object  of  placing  it  and 
the  ligature  outside  of  the  peritonaeal  cavity;  this  for  that  time  was  a 
great  step  in  the  right  direction. 

In  1882  I  removed  the  uterus  for  fibroid  tumor  with  commencing 
epithelioma  on  the  cervix.  The  case  was  reported  at  the  time  and  is 
mentioned  in  my  work  on  gynaecology,  with  the  previous  case.  After 
making  an  incision  above  the  pubes  in  an  unusually  fat  woman,  I 
passed  from  the  vagina  by  means  of  a  Peaslee's  needle  on  to  my  finger 
in  the  peritonaeal  cavity  a  double  ligature  of  thick  silver  wire  from  in 
front  of  the  uterus  over  the  middle  of  the  broad  ligament  and  into  the 
vagina  through  the  posterior  cul-de-sac  on  each  side  so  as  to  avoid  the 
ureters.  After  twisting  these  ligatures  from  the  vagina  I  then  removed 
with  scissors  the  entire  uterus  without  using  any  other  ligature.  The 
woman  had  not  a  bad  symptom  until  after  the  fourth  day,  when  septic 
poisoning  developed  and  caused  her  death  from  an  ounce  or  two  of 
fluid  which  was  found  saculated  in  the  hollow  of  the  sacrum.  This 
operation  at  that  time  was  certainly  a  novel  procedure. 
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While  reading  this  proof  I  was  visited  by  a  physician  from  one  o£ 
the  Western  States,  and  on  making  reference  to  this  case  he  reminded 
me  that  in  18S0  I  thus  removed  the  uterus  from  a  patient  he  had  sent 
me,  who  was  suffering  from  epithelioma.  He  moreover  stated  she  was 
in  good  health  when  he  left  home  several  months  ago.  While  I  have 
no  recollection  or  record  of  this  case  I  know  that  I  did  do  several  opera- 
tions of  the  kind  about  this  time,  and  he  was  probably  correct  as  he 
established  the  date  by  other  circumstances. 

But  I  considered  no  radical  advance  was  made  until  Dr.  Louis 
Stimson  demonstrated  the  feasibility  and  the  advantages,  at  the  begin- 
ning of  the  operation,  of  ligating  the  uterine  artery  on  each  side.  The 
point  selected  by  him  for  securing  the  vessel  has  not  been  adopted  but 
the  advantage  of  ligating  the  main  trunk  at  an  early  stage,  to  diminish 
the  loss  of  blood  and  to  expedite  the  progress  of  the  operation  was 
at  once  appreciated.  The  advantage  of  securing  the  artery  on  each 
side  at  any  early  stage  simplified  the  removal  of  the  uterus  from  the 
vagina.  In  my  judgment  Dr.  Howard  Kelly  has  done  more  than  any 
other  operator  to  popularize  and  to  develop  the  technique  of  this  opera- 
tion by  abdominal  section,  while  every  improvement  in  asepsis  which 
has  been  perfected  by  others  has  contributed  to  the  remarkable  results 
now  possible.  Notwithstanding  the  uneventful  recovery  of '  the  few 
cases  where  I  have  performed  hysterectomy  during  the  past  two  or  three 
years,  by  the  vaginal  and  abdominal  section,  I  was  never  particularly 
impressed  with  the  great  advance  which  has  been  made  and  which  I 
had  accepted  without  thought.  But  recently  as  a  spectator  I  realized 
to  the  fullest  extent  what  had  been  accomplished  on  witnessing  the 
rapid  removal  of  the  whole  uterus  for  an  unusually  large  fibrous  tumor 
by  my  assistant  surgeon  at  the  Woman's  Hospital,  and  where  from 
the  completion  of  the  operation  to  convalescence,  there  was  less  dis- 
turbance that)  I  have  often  encountered  in  my  early  experience  after  the 
removal  of  a  simple  parovarian  cyst. 

Of  late  years,  in  the  absence  of  novelty  and  from  there  being  others 
ready  to  relieve  me,  abdominal  surgery  has  occupied  but  little  of  my 
time  and  has  afforded  me  less  interest  in  comparison  to  the  practice  of 
plastic  surgery,  where  I  have  found  a  fruitful  field  which  has  been 
neglected  by  many. 

It  has  therefore  been  appropriate  that  I  should  not  enter  into  detail 
regarding  the  practice  of  abdominal  surgery  within  the  past  few  years 
but  should  leave  the  subject  to  be  completed  by  some  other  observer 
who  has  been  more  actively  engaged  in  the  work  during  this  time. 
With  this  statement  I  close  my  record. 
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OUR  DUTY  TO  THE  PUBLIC. 


What  should  be  our  attitude,  for  the  public  welfare  and  for  our 
own  sakes,  with  regard  to  irregular  practitioners — the  ubiquitous  osteo- 
path and  the  much-resounding  Christian  scientist?  Undoubtedly  the 
solution  lies  in  the  legislation  restricting  the  practice  of  medicine  to 
those  properly  qualified  and  such  laws  as  are  for  the  benefit  of  the 
public  it  is  right  to  urge  upon  that  public  even  though  it  be  not  wise 
enough  to  commend  us.  Were  there  no  legislation  restricting  the  milk 
supply,  the  people  at  large  would  be  content  to  take  any  filthy  stuff  the 
milkman  might  bring  but,  by  putting  before  their  more  intelligent  rep- 
resentatives the  need  of  a  pure  milk  supply,  we  virtually  protect  the 
people  from  themselves.  If  it  be  asserted  that  people  have  an  inalienable 
right  to  use  dirty  milk  if  they  so  prefer  and  that  our  laws  interfere  with 
this  privilege,  still  they  do  not  possess  such  right  in  regard  to  the  milk 
they  shall  give  their  children  and  it  is  clearly  the  duty  of  the  law  to 
guard  the  helpless  from  harm.  It  seems  to  us  that  this  matter,  as  well 
as  many  others  of  public  hygiene  in  which  the  public  is  protected  from 
itself  and  the  helpless  from  the  ignorant,  is  paralleled  by  that  of  ir- 
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regular  practice.  If  we  can  teach  legislatures  that  medicine  should  be 
practiced  only  by  those  qualified  by  proper  education,  the  question  is 
at  once  solved.  If  an  osteopath  or  a  Christian  scientist  desire  to  prac- 
tice healing  let  him  first  study  medicine  until  he  knows  enough  to  pass 
a  State  or  national  examination,  then  he  may  practice  legally  what- 
ever system  of  healing  seems  to  his  clarified  judgment  the  most  effi- 
cient. That  he  might  be  guilty  of  devious  methods  is  true  but  so 
might  be,  and  occasionally  are,  physicians  who  yet  have  been  regu- 
larly admitted  to  practice  and  cannot  be  debarred  therefrom.  But  what 
such  laws  would  do  is  to  protect  from  the  ignoramus,  who  with  no 
knowledge  of  premises  sets  himself  up  to  cure  disease  in  some  new 
fashion,  not  only  the  adult  public,  who  perhaps  should  be  allowed  to  at- 
tempt the  descensus  Averni  in  its  own  way,  but  the  helpless  children 
who  have  now  to  be  sacrificed  to  whatever  fad  is  uppermost  in  their 
parents'  unbalanced  minds.  To  educate  the  public  and  especially  the 
lawmakers  against  such  practitioners  is  not  only  our  right  but  our 
duty;  but  it  must  be  done  sanely  and  with  moderation,  for  even  so  our 
only  reward  will  often  be  an  accusation  of  professional  jealousy.  Mis- 
understanding should  not  deter  us;  the  health  of  the  people  in  many 
ways  depends  upon  what  physicians  have  done  and  are  doing  in  the 
face  of  the  bitterest  opposition ;  and  the  measures  that  they  have  caused 
to  be  enacted  and  enforced  have  led  to  anything  but  selfish  benefit. 

A  medical  matter  of  this  kind  is  of  sufficiently  national  importance, 
it  seems  to  us,  to  be  subject  to  central  authority.  Examinations  and 
licenses  to  practice  medicine  should  be  under  the  regulation  of  a  Na- 
tional Board — perhaps  subject  to  or  the  same  as  a  National  Board  of 
Health — and  a  license  issued  by  such  a  body  should  entitle  its  holder 
to  practice  medicine  anywhere  within  the  country.  Such  a  solution 
would  be  beneficial  to  the  public  and  to  physicians  alike  and  would 
settle  numberless  vexatious  questions.  The  best  authority  possessed 
at  present  is  that  of  the  State  which,  while  better  than  nothing  at  all, 
really  results  in  protecting  one  State  at  the  expense  of  some  other 
State  because  in  many  States  efficient  legislation  either  is  not  enforced 
or  is  lacking  altogether.  Because  the  inhabitants  of  a  State  are  unpro- 
tected, in  that  their  standard  of  general  intelligence  is  insufficient  for 
self  protection,  in  that  they  have  not  reached  a  point  of  development 
at  which  they  are  prepared  to  make  their  sanitary  and  medical  laws 
themselves,  is  no  reason  why  these  inhabitants,  and  especially  their 
children,  should  be  subjected  to  the  unpracticed  manipulations  of  every 
crank  and  fool  for  whom  there  is  no  longer  a  foothold  in  the  older  and 
more  advanced  States.    In  a  supposedly  united  country,  is  not  such  a 
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lack  of  unity  regarding  so  important  a  question  a  little  bit  ridiculous? 
A  man  may  practice  medicine  in  one  section  merely  upon  indicating 
to  the  authorities  a  desire  to  do  so;  while  in  another  section  he  must 
pay  a  fee  and  pass  an  examination  of  greater  or  less  difficulty,  the  fact 
of  which  latter,  however,  does  not  entitle  him  to  practice  in  still  another 
locality.  Granted  that  all  States  should  issue  licenses  only  upon  ex- 
amination it  would  never  be  practicable  to  make  a  uniform  standard  for 
such  examinations;  nor  is  it  fair  that  the  practitioner  of  knowledge  and 
standing,  who  has  passed  one  State  examination,  should  be  put  to  the 
inconvenience  and  expense  of  taking  that  of  another  State  or  otherwise 
be  debarred  from  making  a  single  professional  call  within  that  State. 
Some  States,  it  is  true,  issue  a  license  upon  the  payment  of  a  fee  and 
the  presentation  of  evidence  that  a  physician  has  passed  the  examina- 
tion of  another  State  but  often  the  States  whose  examinations  are  ac- 
cepted by  the  first  State  are  chosen  quite  arbitrarily  and  without  regard 
to  the  standard  of  those  examinations.  With  the  best  disposition  in 
the  world  to  view  the  matter  fairly  many  States  would  remain  unwill- 
ing, and  rightly  so,  to  accept  the  licenses  of  many  other  States,  from 
the  impracticability  of  establishing  a  uniform  standard.  Always,  too, 
there  is  the  fee  and  some  States  have  adopted  the  peculiar  plan  of  ac- 
cepting the  evidence  of  successful  examination  in  another  State  upon 
payment  of  a  fee  larger  than  they  require  of  the  applicants  that  they 
regularly  examine.  Compliance  with  such  a  requirement  does  not  seem 
to  us  to  be  particularly  demonstrative  of  a  man's  medical  fitness. 
Whether  the  license  be  issued  with  or  without  examination,  fees  should 
be  made  no  part  of  the  transaction  and  particularly  is  it  somewhat 
trying  when  the  State  is  put  to  no  expense  whatever.  The  costs  of 
medical  education  and  training  are  already  great  enough  and  the  State 
or  nation  should  find  the  protection  of  its  inhabitants  agains!:  ignorant 
and  unworthy  prctitioners  of  sufficient  importance  to  afford  the  expense 
of  examining  applicants. 

It  is  asserted  that  the  licensing  of  physicians  should  be  a  matter  of 
State  control  in  order  that  the  physicians  of  a  given  State  may  be 
guarded  against  incursions  upon  their  territory  by  the  physicians  of 
another  State.  We  do  not  think  this  argument  demands  much  con- 
sideration. In  the  first  place  the  measure  is  not  intended  to  protect 
physicians  but  the  public ;  it  is  not  intended  to  force  people  to  employ 
only  physicians  of  their  own  State  but  to  protect  them  from  charlatans 
and  ignoramuses ;  and  there  is  no  reason  why  a  citizen  of  New  York, 
if  he  prefers  and  can  afford  it,  should,  not  be  attended  by  a  physician 
of  New  Jersey,  provided  such  physician  be  duly  licensed.    And,  when 
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all  is  said  and  done,  how  much  practice  is  the  physician  of  one  State 
going  to  gain  from  his  brother  of  another  State  ?  Near  the  boundaries, 
a  little,  if  he  be  the  better  man;  if  not,  the  other  will  be  the  gainer.  As 
to  summer  resorts,  the  guests  are  not  really  inhabitants  of  the  States 
they  may  be  summering  in  and  should  be  allowed  to  exercise  their 
•own  choice  in  the  matter  of  whom  they  will  employ.  The  only  rational 
solution  is  that  those  desiring  to  practice  medicine  in  the  United  States 
should  be  examined  by  a  National  Board  from  whom,  if  worthy,  they 
should  receive  licenses  entitling  them  to  practice  wherever  they  may 
choose  within  the  confines  of  the  country. 

Herein,  then,  we  think  lies  the  solution  of  what  to  do  with  irregular 
practitioners :  Teach  the  national  lawmakers  to  make  it  illegal  through- 
nut  the  country  for  such  to  practice  medicine,  by  restricting  that  privi- 
lege to  those  regularly  licensed  therefor  upon  national  examination. 
The  prosecution  of  these  offenders,  as  well  as  of  such  physicians  as  for 
criminal  reasons  shall  forfeit  their  right  to  practice,  may  be  left  to 
State  Boards  if  the  States  will  undertake  the  responsibility;  otherwise 
this  too  should  be  under  the  direction  and  authority  of  the  National 
Board.  Such  measures  would  protect  the  people  and  be  fair  to  the 
physicians. 

What  we  as  physicians  should  not  do  is  attempt  to  deal  hand  to 
hand  with  irregular  practitioners.  Every  year  the  County  Medical 
Society  of  New  York  secures  the  conviction  of  a  considerable  number 
of  these  people  ;  which  is  a  good  thing  done  but  in  the  wrong  way. 
Individually  or  society-wise,  the  conflict  should  not  be  personal.  There 
is  the  law  ;  there  are  violators  of  it.  The  duty  of  the  law  is  plain  and 
that  of  the  physician  will  have  been  done.  Physicians  are  back  of  all 
the  sanitary  measures  aimed  to  benefit  the  community  but  they  do  not 
execute  these  measures  except  in  such  matters  as  require  professional 
know  ledge  and  then  only  in  the  employment  and  under  the  direction 
of  the  municipality,  State  or  nation ;  and  under  such  authority  boards 
should  be  formed  and  should  act  in  this  matter,  such  boards  being  made 
up  chiefly,  no  doubt,  of  physicians,  who  would  however  be  acting  merely 
as  representatives  of  the  law.  For  individual  physicians  or  societies 
to  take  the  work  upon  themselves  is  not  only  unfitting  but  unproductive 
of  real  good.  Their  duty  is  to  teach  the  makers  of  the  laws  what  is 
for  the  public  welfare;  to  urge  the  people  to  demand  that  their  law- 
makers shall  learn  what  measures  are  needful  and  enact  them ;  and  to 
insist  that  people  and  legislators  alike  require  that  these  measures  be 
enforced.  There  their  duty  as  physicians  ends,  then  what  they  owe  to 
themselves  and  to  others  is  paid.    If  the  people  cannot  be  made  to  take 
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upon  themselves  the  responsibility  at  this  point,  they  will  get  precisely 
such  hygienic  protection  and  medical  attendance  as  they  deserve.  The 
cleansing  of  a  small  corner  of  some  Augean  stable  or  the  conviction 
of  an  occasional  irregular  practitioner  will  make  very  little  difference  in 
the  general  result. 

A.  D.  C. 


CORRESPONDENCE. 

A  Communication  from  Dr.  Playfair. 

38  Grosvenor  Street,  London,  W.,  May  8,  1900. 
To  the  Editor  of  the  American  Gynecological  and  Obstetrical  Journal: 

Sir:  I  beg  to  forward  to  you  a  copy  of  a  letter  addressed  to  Pro- 
fessor Simpson  of  Edinburgh,  drafted  at  a  meeting  of  the  past  and 
present  teachers  of  gynaecology  and  obstetrics  in  the  metropolitan 
medical  schools  now  practising  in  London,  which  was  held  at  my 
house  on  Tuesday  last. 

You  will  observe  that  it  is  signed  by  every  one  who  comes  under 
that  description,  without,  I  believe,  a  single  exception. 

I  need  only  add  that  our  objection  to  the  election  of  a  President  is 
in  no  way  personal  to  the  distinguished  obstetrician  to  whom  the 
enclosed  letter  is  addressed. 

To  many  of  us,  certainly  to  myself  individually,  since  he  is  one  of 
my  oldest  and  most  valued  friends,  he  would  have  been  a  "persona  grat- 
issima"  for  the  post.  Our  objection  is  not  to  the  man,  but  to  the  man- 
ner in  which  he  was  elected. 

I  am  sir,  yours  obediently, 

W.  S.  Playfair. 

38  Grosvenor  Street,  London,  W.,  May  i,  1900. 

To  Professor  A.  R.  Simpson,  M.D.,  President-elect  of  the  Interna- 
tional Congress  of  Gynaecology  and  Obstetrics: 
Sir:  We  learn,  from  a  circular  dated  "37  Queen  Anne  Street, 

April,  1900,"  that  it  has  been  decided  to  "hold  the  Fourth  International 

Congress  of  Gynaecology  and  Obstetrics  in  London,  in  1902"  under 

your  presidency. 

As  past  and  present  lecturers  and  teachers  of  obstetrics  and  gynae- 
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cology,  in  the  London  medical  schools,  we  wish  to  explain  to  you,  and 
especially  to  such  of  our  foreign  colleagues  as  might  contemplate  at- 
tending such  Congress,  that  those  who  have  issued  this  invitation  have 
assumed  a  representative  position  to  which  they  are,  in  our  opinion,  not 
entitled,  and  which  we  find  ourselves  unable  to  recognize. 

We  cannot  therefore  take  any  share  in  promoting  or  joining  in  such 
Congress,  but  trust  that  you  will  accept  our  assurance  that  our  decision 
has  been  arrived  at  with  regret,  and  with  no  intention  of  discourtesy  to 
yourself  or  other  visitors,  either  British  or  foreign. 

We  are,  dear  Sir,  very  faithfully  yours, 

(Signed.) 


J.  Watt  Black, 
Armand  Routh, 
T.  W.  Eden, 
Charing  Cross  Hospital. 

A.  L.  Galabin, 
P.  Horrocks, 
J.  H.  Targett, 

Guy's  Hospital. 

W.  S.  Playfair, 
T.  C.  Hayes, 
J.  Phillips, 
King's  College  Hospital. 

G.  E.  Herman, 
A.  H.  N.  Lewers, 

London  Hospital. 

W.  Duncan, 
R.  Boxall, 

Middlesex  Hospital. 


F.  H.  Champneys, 
W.  S.  A.  Griffith, 

St.  Bartholomew's  Hospital. 
W.  R.  Dakin, 
A.  F.  Stabb, 

St.  George's  Hospital. 
M.  Handfield- Jones, 
W.  J.  Gow, 

St.  Mary's  Hospital. 
C.  }.  Cullingworth, 
W.  W.  H.  Tate. 

St.  Thomas's  Hospital. 
J.  Williams, 
H.  R.  Spencer, 

G.  F.  Blacker, 
University  College  Hospital. 

J.  B.  Potter, 
W.  R.  Pollock, 

Westminster  Hospital. 
Mary  Scharlieb, 
London  School  of  Medicine  for  Women. 
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REVIEWS. 

A  Text-book  of  the  Diseases  of  Women.  By  Charles  B.  Penrose, 
M.D.,  Ph.B.,  Professor  of  Gynaecology  in  the  University  of  Pennsyl- 
vania.  Third  edition,  revised.   W.  B.  Saunders,  Philadelphia. 

This  work  is  intended  to  be  a  concise  text-book  for  medical  students 
rather  than  a  book  of  reference  for  the  practitioner.  Antiquated  meth- 
ods, however  classical,  are  therefore  omitted  and  so  far  as  possible  only 
one  plan  of  treatment  is  recommended  for  each  disease,  thus  avoiding 
confusion  in  the  mind  of  the  student.  Each  of  the  genital  organs  is 
taken  in  turn  with  its  diseases  and  treatment.  The  reader  is  presumed 
to  lie  already  acquainted  with  the  anatomy  and  physiology  of  the 
organs  and  such  details  are  given  only  when  necessary  for  clearness. 
The  illustrations  are  excellent  and  many  of  them  new.  The  more 
general  symptoms  of  many  semi-invalid  women,  such  as  headache, 
backache,  and  general  neurasthenia,  are  not  especially  referred  to  as 
the  work  deals  more  particularly  with  operative  gynaecology.  In  the 
treatment  of  the  retrodisplacements  of  the  uterus  Alexander's  operation 
it  is  said  to  have  a  "very  limited  field"  of  usefulness  and  the  modified 
form  of  this  operation,  as  performed  by  many  gynaecologists  of  to-day 
it  is  not  even  described.  The  section  on  the  repair  of  incomplete  and 
complete  lacerations  of  the  perinaeum  is  very  clear  and  full.  The  book 
is  well  indexed. 
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TRANSACTIONS   OF   THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Stated  Meeting.  March  21st,  1900. 

The  President,  T.  J.  Watkins,  M.D.,  in  the  Chair. 

Clamp  for  Utero-Recial  Anastomosis. 

Dr.  Franklin  H.  Martin  :  I  have  an  instrument  to  exhibit  which 
is  still  in  the  experimental  stage.  It  is  a  clamp  for  accomplishing 
uretero-rectal  anastomosis.  The  object  of  the  instrument  is  to  facili- 
tate the  operation  by  shortening  the  time  of  the  procedure,  to  guard 
against  leakage  at  the  mucous  membrane  of  the  bowel  without,  at  the 


Fig.  1. 


same  time,  getting  constriction  of  the  ureter  to  provide  for  a  free  flow 
of  urine,  to  guard  against  the  possibility  of  occluding  the  ureter  by 
thoroughness  of  suturing,  otherwise  necessary,  and  to  provide  for 
adequate  burying  of  the  ureter.  The  application  of  the  instrument 
is  easily  understood,  but  rather  difficult  to  explain.  The  bowel 
prepared,  as  I  have  described  heretofore,  for  ureterorectal  anastomo- 
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sis  by  denuding  it  of  the  serous  and  a  portion  of  the  muscular  coats. 
(See  illustrations.)  A  small  opening  is  then  made  through  this  oval- 
shaped  denudation,  which  denudation  is  about  two  inches  in  length 
on  the  lateral  wall  of  the  rectum,  sufficiently  large  to  admit  one  of  the 
blades  of  the  clamp.     This  blade  is  passed  through  the  anus  into  the 


Fig.  2. 

bowel  and  passed  through  the  opening  in  the  mucous  membrane  until 
it  projects  for  the  distance  of  an  inch  or  an  inch  and  a  half.  The 
ureter,  which  has  been  prepared,  is  placed  over  this  blade.  The  blade, 
by  the  way,  is  hollow,  having  an  opening  through  its  center  large 
enough  to  allow  the  free  passage  of  urine,  the  opening  passing  off 


Fig.  3- 

to  the  side  of  the  blade  lower  down.  After  the  ureter  is  put  upon 
the  blade,  a  small  piece  of  catgut  is  tied  around  it  to  secure  it  at  a 
point  where  there  is  a  slight  notch  in  the  blade.  This  secures  the 
ureter  to  the  blade;  the  blade  is  then  partly  withdrawn  so  as  to  draw 


The  Chicago  Gynecological  Society. 


563 


the  ureter  through  the  bowel  opening  into  the  interior  of  the  gut. 
Only  about  one-half  inch  of  the  blade  is  outside  of  the  denuded  surface, 
and  at  this  point  the  forceps  are  closed  and  locked,  and  the  ureter 
secured  to  the  mucous  membrane  and  the  denuded  portion  of  the 
bowel.  The  blade  remains  clamped  until  it  comes  away  as  the  Murphy 
button  does  by  pressure  atrophy.  The  opening  in  the  bowel  is  now 
closed  around  the  ureter.  As  the  ureter  contains  the  hollow  blade 
of  the  forceps  there  is  no  danger  of  constricting  it.  One  suture,  prop- 
erly placed,  will  accomplish  that;  so  that  but  one  catgut  suture  is 
really  necessary  to  fix  the  ureter  to  the  mucous  membrane  and  to  the 
muscular  coat  of  the  bowel.  Then,  with  the  application  of  two  rows 
of  catgut  sutures,  the  ureter  is  buried,  and  the  operation  is  finished. 

There  should  be  different  sizes  of  the  instrument,  as  the  ureters 
vary  markedly  in  size.  The  opening  at  the  side  of  the  blade  has  a 
small  olive  tip,  over  which  a  rubber  tube  is  slipped,  which  will  con- 
duct the  urine  out  of  the  bowel. 

Intestinal  Anastomosis:  Clamp  and  Enterotome;  A  Modification  of 
Grant's  Enterotome;  An  Aid  in  Suturing. 

By  Alexander  Hugh  Ferguson,  M.D. 

(See  page  488.) 

Discussion. 

Dr.  M.  L.  Harris:  Mr.  President. — The  clamp  exhibited  by  Dr. 
Ferguson  adds  one  more  to  the  numerous  mechanical  devices  that  have 
recently  been  invented  to  facilitate  intestinal  suture  and  to  approximate 
the  severed  intestine.  Tt  is  well  known  that  it  is  impossible  to  utilize 
any  single  method  in  all  cases.  Anatomical  peculiarities  make  it  im- 
possible to  always  unite  the  intestine  end  to  end,  for  instance,  so  that 
at  times  we  are  obliged  to  make  use  of  lateral  approximation.  There 
is  no  question  as  to  the  superiority  of  end  to  end  union  in  the  small 
intestine,  when  this  is  possible,  and  lateral  approximation  in  the  small 
intestine  should  only  be  used  when  it  is  found  impossible  to  utilize  the 
end  to  end  method,  through  lack  of  familiarity  with  it,  or  from  ana- 
tomical peculiarities,  adhesions,  or  other  reason. 

The  clamp  which  Dr.  Ferguson  has  presented  is,.  I  think,  the  best 
of  the  mechanical  devices  which  have  been  invented  for  facilitating 
suturing.  There  are  other  things  to  be  considered  in  an  intestinal 
operation  besides  rapidity  and  facility.    We  must  look  to  the  ultimate 
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result.  Dr.  Ferguson  has  called  our  attention  to  the  La  Place  forceps 
for  doing  end  to  end  operations,  as  well  as  lateral.  While  this  forcep 
will  certainly  facilitate  to  some  extent  the  suturing  of  the  intestine, 
it  produces  a  condition  in  the  intestine  which  surgeons  have  for  years 
tried  to  avoid,  consequently  the  disadvantages  of  this  forceps  more 
than  counterbalance  the  ease  with  which  suturing  is  done.  For  in- 
stance, the  diaphragm  formation  in  the  end  to  end  union  with  the  use 
of  the  La  Place  forceps  may  be  marked  and  the  liability  of  stricture 
forming  at  that  point  is  in  proportion  to  the  degree  of  diaphragm 
formation.  This  point  alone  would  condemn  the  La  Place  forcep 
in  end  to  end  enterorrhaphy.  The  same  objection  I  would  make  to 
Dr.  Ferguson's  clamp  when  used  in  making  an  end  to  end  operation, 
and  I  noticed  that  the  Doctor  was  not  very  enthusiastic  in  recommend- 
ing it  himself  for  that  operation.  The  superiority  of  the  suture  in 
general  over  mechanical  devices  cannot  be  denied.  It  is  found  that 
after  every  method  of  intestinal  union,  with  which  we  are  familiar, 
the  point  of  union  becomes  rapidly  weaker  during  the  first  four  or 
five  days;  in  fact,  immediately,  or  a  few  hours  after  the  union  is  made, 
by  whatsoever  method  with  which  we  are  familiar  at  the  present  time, 
the  point  of  union  has  much  more  strength  than  it  will  have  at  the 
end  of  forty-eight  hours,  and  each  succeeding  twenty-four  hours  the 
point  of  union  diminishes  in  strength  until  we  reach  the  end  of  the 
fourth  day.  So  we  must  extend  the  time  which  Dr.  Ferguson  said, 
forty-eight  hours,  when  there  is  the  greatest  danger  of  leakage,  to  the 
fifth  day,  when  it  is  found  the  majority  of  the  cases  develop  bad  symp- 
toms ;  I  mean  those  that  pass'  over  the  immediate  results  of  infection 
from  operation.  Any  method  which  is  used  must  approximate  the  in- 
testine and  keep  it  there  beyond  the  period  of  five  days.  After  this 
time  the  union  grows  rapidly  stronger,  so  that  by  the  eighth  or  tenth 
day  the  point  of  union  has  reached  or  rather  attained  the  strength  of 
the  rest  of  the  intestine.  This  is  the  reason  why  the  silk  suture,  which 
will  last  from  eight  to  ten  days  or  even  longer,  is  superior  to  other 
methods  of  approximation.  The  mechanical  appliances  alone  give 
strength  during  the  first  twenty-four  or  thirty-six  hours  to  the  union, 
after  that  the  point  of  union  is  much  weaker  under  a  mechanical  de- 
vice up  to  the  fifth  day  than  it  is  in  those  cases  where  the  divided 
ends  have  been  sutured  by  silk.  I  would  emphasize  more  strongly 
than  Dr.  Ferguson  has  done  the  danger  which  is  present  in  lateral 
operations,  not  only  in  gastroenterostomy,'  but  likewise  in  the  intes- 
tine, from  haemorrhage.  This  is  certainly  very  marked  in  the  stom- 
ach, and  no  operation  should  be  trusted  on  the  stomach  which  does  not 
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close  or  lap  the  edge  entirely  of  the  cut  part.  The  clanger  of  haemor- 
rhage  from  the  gastric  vessels  is  great,  and  if  the  surgeon  is  not  care- 
ful in  taking  close  stitches  he  will  leave  a  bleeding  artery  in  the  gastric 
wall  which  may  result  seriously  and  cause  death  from  haemorrhage 
into  the  stomach.  I  have  seen  death  take  place  from  this  cause.  I 
would  not  recommend  this  clamp  in  cases  of  gastroenterostomy,  and 
the  Doctor  has  practically  admitted  the  same  point,  because  the  stom- 
ach wall  is  cut  through  and  is  not  protected  by  suturing.  This  dan- 
ger exists  in  the  intestine  as  well,  but  it  is  not  so  great.  If  this  clamp 
be  applied  at  the  point  most  remote  from  the  mesentery,  of  course  there 
will  be  little  danger  of  haemorrhage,  but  if  it  were  to  be  applied  nearer 
the  mesentery  or  on  the  side  of  the  intestine,  there  would  be  great 
danger  of  haemorrhage.  As  I  have  previously  remarked,  this  clamp 
is  the  best  that  has  been  devised  for  facilitating  lateral  anastomosis, 
and  in  that  particular  operation  it  will  be  found  a  very  useful  instru- 
ment, one  which  will  not  simply  have  a  passing  value,  as  most  me- 
chanical devices  have,  but  it  will  have  a  permanent  place  in  surgery. 

Dr.  Carl  Beck  (by  invitation)  :  There  is  one  point  in  connection 
with  the  construction  of  this  clamp  about  which  I  would  like  to  ask 
Dr.  Ferguson.  It  closes  in  the  angle,  and  if  he  gets  any  kind  of  thick- 
ness of  intestine  into  it,  the  intestine  close  to  the  joint  will  be  com- 
pressed more  than  that  part  of  the  intestine  at  a  distant  point;  con- 
sequently he  will  not  get  equable  compression.  I  would  ask  him  if 
it  is  not  possible  to  make  these  two  branches  close  parallel  like  the 
Gussenbauer  forceps.  The  danger  of  haemorrhage  will  be  greater 
one  point  than  at  another,  because  the  vessels  are  not  compressed  at 
the  end  so  much  as  close  to  the  joint. 

Dr.  Reuben  Peterson  :  I  do  not  rise  to  criticise  the  paper,  as  Dr. 
Ferguson  has  done  this  thoroughly  himself.  I  have  only  words  of  praise 
for  the  practical  application  of  this  instrument.  I  have  used  it  a  num- 
ber of  times ;  and  it  certainly  facilitates  the  introduction  of  interrupted 
or  continuous  sutures.  I  did  a  gastro-enterostomy  on  a  dead  dog, 
and  therefore  have  not  had  an  opportunity  of  testing  the  possible  defi- 
ciency of  the  instrument  in  controlling  haemorrhage. 

There  is  one  point  I  have  observed  in  using  this  instrument.  In 
passing  sutures  in  the  first  portion  of  the  gut,  it  is  desirable  to  carry 
them  well  around  the  end  of  the  forceps.  If  this  is  not  done,  when 
you  begin  to  suture  the  other  side  you  will  find  it  awkward  to  intro- 
duce the  sutures. 

Dr.  Ferguson  has  referred  particularly  to  its  adaptability  for  lateral 
anastomosis.     I  agree  with  Dr.  Harris  that  in  all  probability  it  will 
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be  principally  used  for  that  operation.  When  it  is  used  for  end  to 
end  anastomosis,  the  same  defects  will  be  observed  that  are  noticeable 
in  the  La  Place  forceps. 

Dr.  Charles  D.  Lockwood  (by  invitation)  :  During  the  last  four 
months,  in  connection  with  Dr.  Van  Hook's  surgical  work  at  the  North- 
western University,  I  have  done  end  to  end  anastomosis  on  twenty-five 
dogs,  and  we  have  relied  solely  on  the  use  of  the  needle  and  thread, 
doing  end  to  end  anastomosis  after  the  manner  of  Kocher.  Since  we 
began  to  do  this  work  with  the  students,  the  students  are  now  do- 
ing most  of  the  work  under  our  instruction.  We  have  had  two  deaths, 
one  of  which  was  due  to  the  anaesthetic,  and  another  was  ascribed  to 
two  operations  which  were  done:  End  to  end  anastomosis  after  the 
manner  of  Kocher,  and  the  introduction  of  the  Murphy  button,  which 
was  too  large  for  the  intestine,  and  which  I  believe  caused  the  death 
of  the  dog  at  the  end  of  twenty-four  hours.  I  mention  this  because 
Dr.  Ferguson  spoke  very  unfavorably  of  the  use  of  the  Lembert  su- 
ture.   Our  experience  with  this  suture  has  been  very  favorable. 

Dr.  E.  J.  Senn  (by  invitation)  :  As  regards  the  value  of  data  re- 
lating to  experiments  on  dogs,  intestinal  anastomosis  has  been  repeat- 
edly performed  by  ligating  the  intestines,  allowing  pressure  atrophy 
to  take  place,  the  ligature  gradually  cutting  its  way  through  and  a 
plastic  exudate  being  thrown  out.  This  has  been  done  frequently 
with  successful  results  in  dogs.  However,  until  this  operation  has 
been  done  on  the  human  subject  we  cannot  speak  with  any  degree 
of  certainty  as  to  its  failure  or  success. 

I  wish  Dr.  Ferguson  would  explain  to  us  why  he  considers  the 
Lembert  suture  so  inferior  or  of  little  value.  I  thought  it  was 
classic  and  had  been  ever  since  its  promulgation  by  Lembert,  and  this 
is  the  first  time  I  have  heard  of  its  being  a  failure. 

Dr.  Ferguson  (closing  the  discussion)  :  I  have  been  very  much 
pleased  with  the  discussion,  although  some  of  the  speakers  have  wan- 
dered a  little  from  the  purport  of  my  paper.  Probably  I  am  to  blame 
for  it  myself,  particularly  with  reference  to  the  Lembert  suture,  be- 
cause I  mentioned  that  incidentally. 

In  my  experimental  work  on  dogs  I  have  been  able  to  force  water 
through  between  Lembert  stitches  more  readily  than  when  other  meth- 
ods of  suturing  were  used.  The  best  test  on  a  suture  is  to  distend  the 
bowel  with  water  immediately  after  the  operation  :  if  the  sewing  is  inse- 
cure the  water  will  spurt  out  between  the  stitches.  I  have  done  several 
operations  on  a  dog  at  one  time,  then  killed  it  immediately,  removed 
the  alimentary  canal,  tied  one  end  with  a  cord,  fastened  the  other  end 
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to  the  water  faucet,  distended  the  bowels  with  water,  and  noticed  the 
result.  More  leakage  took  place  where  the  Lembert  suture  was  used. 
The  time  it  takes  to  tie  two  stitches  in  the  Lembert  method  instead1 
of  one  Halsted,  is  an  additional  objection.  The  dishing,  the  Fergu- 
son half-back  stitch,  the  Halsted,  Turck's  interlocking,  and  the  Cobbler 
stitch  are  all  safer  than  the  Lembert.  Let  the  latter  be  as  classic 
as  it  may,  it  is  becoming  less  and  less  used. 

With  reference  to  the  question  raised  by  Dr.  Beck,  let  me  say 
that  this  instrument  is  simply  to  hold  the  bowel  while  you  are  sewing, 
and  it  does  not  matter  whether  much  pressure  is  applied  or  not  as 
long  as  it  holds.  I  do  not  think  it  is  necessary  to  complicate  the  in- 
strument by  adding  another  joint  to  bring  it  together  evenly  from  the 
beginning  of  the  approximation  of  the  bladder. 

The  points  brought  out  by  Dr.  Harris  were  very  good,  and  I  am 
of  the  same  opinion  as  he  is  with  reference  to  the  use  of  this  clamp 
in  cases  of  gastroenterostomy  and  in  end  to  end  anastomosis.  I 
think  it  will  be  of  most  value  in  lateral  anastomosis.  So  long  as  sur- 
geons still  stick  to  end  to  end  suture,  use  the  La  Place  instrument  or 
the  rubber  bags  recommended  by  Halsted,  I  should  advise  them  to 
use  my  own  instrument  in  their  stead. 

The  Principles  and  the  Most  Rational,  Innocent  and  Effective  Meth- 
ods in  the  Treatment  of  Pathologic  Retroversions  and  Retroversio- 
Hexions  of  the  Uterus. 

By  Albert  Goldspohn,  M.D. 

(See  page  528.) 

Discussion. 

Dr.  Ferxaxd  Henrottn  :  At  a  previous  meeting  of  the  Society 
I  discussed  this  subject  so  the  members  know  something  of  how  I 
regard  this  work.  Dr.  Goldspohn  thought  I  was  a  little  bit  severe  at 
that  time.  I  shall  not  say  very  much  on  his  paper  this  evening,  after 
hearing  the  results  he  has  mentioned  and  the  statistics  he  has  exploited, 
except  to  reassert  my  belief  that  the  operation  he  has  described  is  not 
the  operation  of  choice.  After  viewing  the  matter  carefullv  (and  I 
have  read  what  the  Doctor  has  written  and  said  heretofore  in  my  pres- 
ence), I  want  to  assert  my  adherence  to  the  old  view  that  a  short  in- 
cision made  in  the  median  line,  or  a  median  laparotomy,  which  can  be 
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made  absolutely  clean  and  as  mar  perfect  as  any  abdominal  incision 
can  be  made,  in  the  class  of  cases  mentioned  by  the  essayist  is  in  every 
way  preferable.  There  is  less  danger  of  hernia  following  such  a 
small  incision.  We  can  see  what  we  are  doing  much  better  through 
a  short  incision  in  the  median  line  than  one  through  the  inguinal  canal 
as  a  rule.  The  doctor  brings  up  the  appendages  through  the  incision 
he  has  made,  and  there  is  no  doubt  but  that  when  he  gets  them  in  the 
inguinal  canal  he  has  them  close  to  him,  and  he  can  do  what  he  wishes, 
but  when  he  pushes  his  finger  behind  and  loosens  the  adhesions,  some- 
thing may  happen.  He  cannot  see  exactly  where  the  adhesions  are; 
he  does  not  have  the  field  of  operation  exposed  to  a  broad  light  as  we 
do  through  a  small  median  incision  and  see  everything  we  do.  If 
he  should  strike  pus  accidentally,  he  tells  us  that  he  would 
then  make  a  median  incision,  which  would  be  three  incisions  through 
the  abdominal  wall  for  the  purpose  of  getting  out  the  pus.  He  must 
be  exceedingly  careful  in  his  diagnosis,  or  he  might  encounter  pus 
unexpectedly.  When  a  surgeon  introduces  his  finger  through  an 
opening  such  as  he  has  described  and  loosens  up  adhesions,  he  will 
meet  with  pus  without  knowing  it,  unless  he  has  made  a  reasonably 
large  incision  to  see  what  he  is  doing.  Personally,  I  am  better  satis- 
fied with  a  small  incision  in  the  median  line,  which  enables  one  to 
do  anything  he  desires,  and  making  it  possible  to  enlarge  that  incision 
if  the  parts  are  found  sufficiently  diseased  to  demand  a  more  radical 
operation.  The  corners  of  the  uterus  can  be  opened  up,  so  that  we 
can  resect  as  much  or  as  little  of  the  parts  as  we  please;  we  have  an 
opportunity  to  guard  against  injuring  the  bowels  and  the  serous  sur- 
faces in  the  immediate  vicinity  ;  we  have  the  further  opportunity  of 
exploring  the  region  of  the  appendix  to  determine  whether  or  not 
there  is  any  disease  there.  In  short,  it  is  the  common-sense,  reason- 
able, rational  way  with  which  to  deal  with  the  class  of  cases  under 
consideration.  With  our  modern  methods  of  suturing  and  with  mod- 
ern catgut  we  can  bring  the  parts  together  neatly,  and  we  have  only 
one  incision  to  close  instead  of  two.  It  seems  to  me,  therefore,  that 
the  median  incision  recommends  itself. 

To  continue.  In  women  near  the  menopause,  or  who  have  such 
conditions  of  the  uterus  that  we  do  not  expect  pregnancy  to  take  place 
any  more,  or  where  we  remove  the  Fallopian  tube  and  do  operations 
which  preclude  the  possibility  of  pregnancy,  I  favor  suspension  of  the 
uterus  well  against  the  pubes.  In  such  cases  ventrofixation  is  In- 
far  the  most  satisfactory  method,  and  there  is  less  likelihood  of  re- 
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currence;  otherwise  in  women  of  child-bearing  age  I  shorten  the  round 
ligaments  intra-abdominally. 

Dr.  Emil  Ries:  Like  Dr.  Henrotin,  I  have  also  had  occasion  re- 
peatedly to  discuss  the  merits  of  the  Alexander  operation,  as  well 
as  the  modified  operation  of  Dr.  Goldspohn,  and  I  am  not  convinced 
that  the  operation  described  by  Dr.  Goldspohn  this  evening  is  the 
method  of  the  future.  I  am  very  much  in  favor  of  the  vaginal  opera- 
tion, although  Dr.  Goldspohn  believes  that  his  operation  lends  itself 
more  to  conservative  work  than  that  which  is  done  by  means  of  a 
vaginal  incision.  I  am  sure  that  I  am  doing  much  more  conservative 
than  radical  work  through  the  vagina.  I  can  look  back  upon  a  large 
number  of  cases  where  I  have  done  conservative  work  through  the 
vagina,  where,  for  instance,  the  occluded  tubes  have  been  opened  and 
seamed  and  in  some  subsequently  pregnancy  has  taken  place.  We  also 
know  that  in  many  cases  where  the  retroflexion  has  been  attacked 
through  the  vagina,  subsequent  pregnancy  was  not  disturbed  by  the 
operation,  and  the  anteversion  produced  by  the  operation  was  not  dis- 
turbed by  the  pregnancy.  The  method  which  I  have  devised  for  my 
own  use,  and  which  I  employed  for  the  first  time  in  January  of  last 
year,  has  so  far  been  very  successful,  and  has  not  given  me  any  rea- 
son for  adopting  any  other  method.  The  method  which  I  have  used 
obviates  the  objection  of  the  sero-serous  adhesion  of  which  Dr.  Gold- 
spohn spoke;  it  does  away  with  the  disagreeable,  possibly  harmful, 
ventral  incision.  It  permits  us  to  attack  the  appendages  in  a  more 
or  less  radical  way,  and  it  is  a  very  simple  operation,  which  can  be 
performed  easily  in  from  twelve  to  fifteen  minutes.  It  may  be  per- 
formed in  less  than  fifteen  minutes  if  we  have  a  simple  case  to  deal 
with.  One  reason  why  I  object  to  the  operation  of  Dr.  Goldspohn 
is  that  it  takes  a  good  deal  longer  time  to  do  his  operation.  I  do  not 
think  he  can  operate  on  the  appendages  through  a  bilateral  inguinal 
incision,  shorten  the  round  ligaments,  and  close  the  inguinal  canal  in 
fifteen  or  even  fifty  minutes.  Through  his  kindness  I  have  seen  him 
operate  by  this  method,  and  I  believe  the  length  of  time  consumed  by 
him  in  doing  this  operation  was  considerably  more  than  fifteen  min- 
utes. However,  this  is  not  a  very  serious  objection  to  the  operation, 
if  it  is  unobjectionable  in  every  other  way.  But  it  is  not.  One  great 
objection  is  that  it  is  an  operation  with  two  abdominal  incisions.  An- 
other objection  is,  as  Dr.  Henrotin  has  mentioned,  the  possible  pres- 
ence of  pus,  and  there  may  be  suppuration  of  both  inguinal  canals, 
or  of  both  openings  which  have  been  made,  predisposing  to  bilateral 
subsequent  hernia.     If  the  surgeon  introduces  his  finger  into  the  canal 
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meets  with  pus,  and  brings  the  finger  out  again,  he  may  infect  the 
whole  canal.  This  accident  may  not  have  happened  to  the  essayist 
as  yet,  but  it  may  happen  in  the  very  next  case.  Suppuration  of  such 
wounds  is  liable  to  take  place.  If  suppuration  of  these  two  canals 
should  take  place,  the  subsequent  formation  of  hernia  is  possible,  al- 
though it  may  have  occurred  but  once  or  twice.  I  know  personally 
of  two  cases  which  have  suppurated,  one  of  which  I  examined  last 
night.  Wherever  suppuration  has  taken  place,  a  subsequent  hernia 
may  be  expected,  particularly  if  the  suppuration  involved  the  fascia. 

The  principal  reason  why  Dr.  Goldspohn  has  worked  out  this  opera- 
tion in  opposition  to  the  vaginal  is  the  supposed  over-stretching  of  the 
supports  of  the  ovaries,  possibly  of  the  tubes,  leading  to  a  possible 
subsequent  prolapse  of  the  ovaries.  When  Dr.  Goldspohn  first  dis- 
cussed these  operations  with  special  regard  to  this  point,  he  based  some 
of  his  arguments  on  the  paper  of  Saenger,  which  was  published  in  the 
Centralblatt  fur  Gynekolagie*  Saenger  mentioned  that  this  prolapse 
had  been  observed  two  or  three  times.  He  did  not  state  in  those  cases 
whether  the  ovaries  before  the  operation  had  perfectly  normal  sup- 
ports. If  the  supports  had  been  stretched  before  the  operation,  it  is 
possible  that  if  the  utero-ovarian  ligament  was  not  shortened  during 
the  operation,  as  it  ought  to  have  been,  the  ovaries  subsequently  be- 
came prolapsed.  It  seems  to  me  there  is  no  reason  why  we  should 
not  shorten  the  utero-ovarian  ligament  when  the  ovaries  are  prolapsed. 
This  operation  can  be  done  through  the  vagina  easily  and  the  ovaries 
can  be  held  up  nicely.  If  it  had  not  been  for  the  possible  stretching  of 
the  utero-ovarian  ligament,  Dr.  Goldspohn  would  not  have  invented 
this  bilateral  inguinal  incision.  Furthermore,  he  prefers  to  shorten 
the  round  ligaments  through  the  inguinal  canal,  because  in  so  doing 
he  preserves  the  uterine  end  of  the  round  ligament  and  cuts  away  the 
external  (skin)  end  of  the  round  ligaments  which  is  a  little  thinner 
than  the  uterine  end.  The  difference  in  thickness  is  not  very  great, 
and  if  the  anchoring  of  the  round  ligament  in  the  inguinal  canal  by 
stitches  may  be  sufficient  to  hold  up  the  uterus,  as  in  the  Alexander 
operation,  it  may  also  be  sufficient  if  the  round  ligaments  are  shortened 
by  intraperitoneal  methods.  In  the  operation  which  I  am  doing 
I  aim  to  avoid  seroserous  union  by  uniting  the  serous  surface  of  the 

•Sien^er  says  (Centr.  f.  Gyn.  1896,  p.  248): 

"  If  other  observations  should  prove  to  be  a  fact  I  from  my  personal  exeri- 
ence  will  not  at  all  represent  as  firmly  established  (ausgemsht) — namely  the 
fact  that  in  vaginal  atliotomies  with  preservation  of  the  movable  appendages  the 
latter  as  a  result  of  the  operation  via  v  enter  into  a  condition  of  permanent  descen- 
sus, then    .    .    .    laparotomy  would  have  to  be  considered." 
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round  ligament  to  the  uterine  surface,  thereby  producing  serofibrous 
union,  which  holds  very  nicely. 

I  should  like  to  hear  Dr.  Goldspohn  speak  of  the  indications  for 
this  operation  when  he  closes  the  discussion.  I  have  seen  some  cases 
of  retroversion  of  the  uterus  operated  on  by  the  Goldspohn  method, 
as  well  as  other  methods,  some  for  sleeplessness,  and  nervous  condi- 
tions, in  which  the  retroversion  itself  was  a  matter  of  absolute  in- 
difference. The  retroversion  was  only  one  individual  symptom,  but 
there  was  a  complexus  of  symptoms  which  had  nothing  to  do  with  the 
retroversion  itself.  I  have  seen  patients  operated  on  by  this  and  other 
methods  where  the  uterus  was  stitched  to  the  abdominal  wall,  or  the 
round  ligaments  shortened,  where  the  uterus  had  been  freely  movable 
and  flopping  around  in  the  abdominal  cavity  before  operation.  Other 
organs  such  as  the  kidney  spleen,  stomach,  etc.,  were  likewise  flopping 
around. 

Dr.  Reuben  Peterson  :  I  believe  one  of  the  great  objections  to 
the  Alexander  operation,  as  it  is  usually  performed,  is  that  the  external 
oblique  fascia  is  not  opened  during  the  operation,  as  Dr.  Goldspohn 
so  prominently  brought  forth.  I  do  not  agree  with  him  that  it  is 
well  to  catch  this  little  bit  of  fat  in  the  forceps  as  it  protrudes  from 
the  external  ring.  I  cut  down  until  I  reach  the  external  ring  and 
external  oblique  fascia;  I  then  slip  a  grooved  director  into  the  ex- 
ternal ring,  cut  upwards  an  inch  and  a  half.  Having  cut  through  this 
fascia,  you  can  expose  the  ring  with  retractors  and  you  have  an  intact 
canal.  Your  incision  extends  as  high  as  the  internal  ring,  and  with 
an  intact  canal  there  is  no  difficulty  in  finding  the  round  ligament.  If 
you  do  not  make  this  wide  exposure  of  the  canal,  you  are  liable  to 
get  into  trouble. 

I  do  not  think  that  Dr.  Ries  is  correct  in  stating  that  there  is  not 
much  difference  between  the  outer  part  of  the  round  ligament  and 
that  near  the  internal  ring.  There  is  a  great  difference,  and  that  is 
why  operations  have  failed,  because  the  operators  have  not  opened 
the  canal,  or  only  slightly,  and  have  tried  to  grasp  the  round  ligament 
by  forceps,  thereby  deranging  the  relations  and  rendering  it  difficult 
to  find  the  ligament. 

Dr.  Goldspohn  brought  out  the  point  that  in  a  large  number  of 
cases  in  performing  the  Alexander  operation,  only  the  broad  ligament 
is  raised,  and  the  uterus  is  pulled  up  and  forward  but  very  little. 
That  is  correct,  and  I  believe  it  accounts  for  a  great  many  failures  fol- 
lowing the  Alexander  operation.  But  if  the  operation  is  done  cor- 
rectly, and  the  round  ligament  is  pulled  nut.  and  the  operator  after 
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stripping  back  the  peritonaeum  places  the  finger  of  his  left  hand  within 
the  vagina  and  sees  that  the  uterus  is  pulled  forward  and  that  he  has 
a  taut  ligament,  he  will  not  have  trouble  such  as  the  essayist  speaks  of. 

I  can  only  wonder  at  the  greatness  of  Dr.  Goldspohn's  diagnostic 
ability  if  he  can  tell  always  by  bimanual  examination  what  there  is  within 
the  pelvis.  I  certainly  cannot  always  do  so,  and  I  am  frank  to  con- 
fess it.  I  always  tell  my  students  that  what  we  find  by  a  bimanual 
examination  and  what  we  find  after  the  abdomen  is  opened  is  very  apt 
to  be  entirely  different.  I  have  thought  I  had  in  some  cases  simple 
adhesions  binding  down  the  appendages  in  the  cul-de-sac  or  elsewhere 
in  the  pelvis,  but  when  I  opened  the  abdomen  I  found  I  had  pus-tubes 
to  deal  with.  From  this  standpoint  alone,  I  place  my  operations  for 
retrodisplacements  of  the  uterus  into  two  categories,  those  where  I 
am  absolutely  sure  that  the  uterus  is  movable,  and  I  can  get  the  ovary 
and  tube  between  my  finger  and  I  know  there  are  no  adhesions,  and 
those  where  I  am  not  sure.  For  the  first  class  I  employ  Alexander's 
operation.    For  the  last  class  a  median  incision  and  ventrosuspension. 

I  do  not  wish  to  do  two  laparotomies  on  the  same  patient  if  I  can 
help  it.  Therefore,  I  operate  through  an  incision  in  the  median  line. 
I  acknowledge  that  Dr.  Ries  is  right  when  he  says  that  the  round 
ligaments  can  be  shortened  through  the  vagina.  I  have  seen  Dr. 
Watkins,  Dr.  Ries,  and  others  do  this,  but  the  operation  has  never 
appealed  to  me.  I  have  been  able  to  take  care  of  whatever  patholog- 
ical condition  may  be  found  in  the  pelvis  through  this  opening  and 
I  have  stitched  the  uterus  to  the  parietal  peritonaeum  when  there  is 
a  displacement  to  be  corrected.  I  do  not  think  we  have  much  to  fear 
from  ventrosuspension  if  the  woman  becomes  pregnant.  If  we  do  a 
ventrofixation  we  have  much  to  fear.  We  will  get  either  an  abortion, 
or  a  carrying  up  of  the  posterior  wall  of  the  uterus,  and  an  interference 
with  labor.  A  great  many  operators  who  attach  the  uterus  to  the 
abdominal  wall  use  the  interrupted  suture.  The  interrupted  suture 
is  liable  to  leave  a  little  gap  between  the  sutures  in  the  parietal  peri- 
tonaeum, so  that  a  small  portion  of  the  muscle  sticks  through.  Wher- 
ever this  occurs  we  may  get  the  attachment  of  the  fundus  of  the  uterus 
to  the  muscles,  and  we  have  a  fixed  organ  which  cannot  move  up- 
wards. If  you  attach  the  uterus,  however,  by  two  stitches  placed  in 
the  posterior  part  of  the  fundus,  and  you  are  careful  by  continuous 
suture  to  close  the  peritonaeum  so  that  the  fundus  is  attached  to  the 
peritonaeum  alone,  I  do  not  believe  that  you  need  have  any  fear  of 
subsequent  pregnancy  in  the  majority  of  cases.  That  has  been  my 
experience.     A  number  of  my  patients  have  become  pregnant  after 
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ventrosuspension,  and  they  have  been  confined  without  any  trouble. 
The  majority  of  patients  in  whom  1  have  suspended  the  uterus  in  tne 
manner  I  have  described  have  been  cured  of  their  difficulties. 

Those  who  have  done  the  Alexander  operation  and  have  performed 
herniotomies  know  that  this  part  of  the  anatomy  is  peculiarly  liable 
to  suppurate.  I  do  not  remember  hearing  Dr.  Goldspohn  refer  to  how 
many  cases  of  suppuration  he  has  had,  but  in  my  experience  I  have  had 
to  be  doubly  careful  in  doing  the  Alexander  operation  or  herniotomy. 
We  all  judge  of  these  operations  by  the  results.  If  my  results  had! 
been  poor  from  ventrosuspension,  I  perhaps  should  have  turned  my 
attention  to  inguinal  celiotomy  or  the  vaginal  operation,  but  on  the 
average  the  results  have  been  good,  and  I  have  concluded  to  stick  to 
this  method  of  operating  (the  abdominal). 

Dr.  Daniel  H.  Williams  (by  invitation)  :  It  is  refreshing  to  hear 
a  man  say  that  he  does  not  know  what  pathology  there  is  in  the  ab- 
domen before  he  opens  it.  It  is  seldom  that  such  a  frank  expres^- 
sion  is  made  before  a  medical  society. 

I  rise  to  speak  of  a  case  of  intestinal  obstruction  following  ventro- 
fixation. Two  years  after  the  operation  she  came  back  to  the  hospi- 
tal with  symptoms  of  ileus.  Within  four  hours  after  her  arrival  at 
the  hospital  she  was  operated  on,  and  there  were  found  two  bands 
running  from  the  uterus  to  the  parietal  peritonaeum,  with  a  slit  be- 
tween them  through  which  the  ileum  and  omentum  had  made  their 
way  and  had  become  congested,  cedematous,  and  finally  necrosed.  It 
was  necessary  to  resect  four  inches  of  the  intestine  and  to  insert  a 
Murphy  button.  This  was  done,  and  the  woman  died  on  the  second 
day  from  leakage. 

This  case  illustrates  that  there  is  danger  from  ventrofixation.  I 
have  seen  Dr.  Howard  Kelly  do  many  such  operations  and  always 
heard  him  speak  well  of  his  results,  and  until  I  had  the  misfortune 
to  see  this  case  of  ileus,  I  never  thought  this  operation  would  be  fol- 
lowed by  any  serious  trouble.  I  feel,  after  seeing  this  case,  that  there 
is  danger  from  the  formation  of  these  bands,  and  as  a  result  we  can 
get  an  acute  strangulation  with,  possibly,  an  unfavorable  outcome. 

Dr.  David  J.  Doherty  (by  invitation)  :  One  part  of  Dr.  Cold- 
spohn's  paper  deserves  high  praise,  namely,  his  statement  that  after 
the  lapse  of  eighteen  months  on  an  average  he  personally  investigated 
the  condition  of  his  patients.  That  is  the  right  way  to  build  up  med- 
ical statistics.  It  is  gratifying  to  know  that  in  his  cases  there  was 
no  return  of  the  retroversion  and  that  no  hernia  occurred.  But  T 
would  like  to  ask  whether  the  symptoms  persisted?     Whether  the 
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backache,  headache,  and  other  vague  symptoms  which  many  women 
and  some  doctors  ascribe  to  a  "tipped-over"  womb,  continued?  I  pre- 
sume that  the  answer  will  be  that  the  symptoms  disappeared,  but  being 
a  doubter  as  to  the  ascribed  cause  of  such  symptoms  I  ask  the  ques- 
tion so  that  the  point  may  be  made  clear  and  definite. 

Dr.  George  W.  M.  Reynolds:  I  have  listened  to  Dr.  Goldspohn's 
paper  with  a  good  deal  of  interest,  and  it  seems  to  me  that  in  the  dis- 
cussion the  speakers  have  wandered  a  little  from  the  subject.  There 
are  indications  for  the  Alexander  operation,  for  ventrofixation,  and  for 
the  use  of  a  pessary,  but  those  indications  have  not  been  clearly  touched 
upon.  There  are  cases  in  which  it  would  be  unwise  to  perform  the 
Alexander  operation ;  while  in  the  case  of  a  virgin  uterus,  which  is 
freely  movable,  the  Alexander  operation  would  be  much  more  prefer- 
able. Again,  there  are  cases  in  which  the  use  of  a  pessary  would  be 
strongly  indicated.  It  is  these  points  that  I  would  like  to  hear  dis- 
cussed. 

Dr.  Alexander  Hugh  Ferguson  :  I  am  pleased  to  learn  that  Dr. 
Goldspohn  has  had  no  hernise  following  this  operation.  I  wish  to 
make  one  correction  with  regard  to  this  illustration  (indicating),  and 
that  is,  he  spoke  of  suturing  the  different  layers  of  tissue  a  la  Bassini ; 
it  is  a  la  Ferguson.  In  the  Bassini  operation  the  origin  of  the  inter- 
nal oblique  is  not  considered  at  all,  while  in  the  operation  performed 
by  Dr.  Goldspohn  it  is.  He  pushes  it  up,  separates  it,  then  sutures  it. 
In  the  Bassini  operation  the  round  ligament  or  cord  comes  out  at 
this  point  (indicating),  so  that  the  relationship  of  the  structures  are 
altered  completely. 

Dr.  Goldspohn  (closing  the  discussion)  :  I  have  been  disappointed 
in  the  discussion.  I  had  hoped  that  during  the  interval  of  two  years 
since  Dr.  Henrotin  and  I  had  a  discussion  on  this  subject,  he  would 
have  developed  some  facts  as  to  this  method  of  operating  which  could 
be  used  better  as  arguments;  we  need  to  know  the  detailed,  remote 
results  in  each  case  of  an  unbroken  series  of  cases  treated  by  any  one 
procedure.  How  is  it  with  them  after  childbirth?  This  is  well  done 
by  Dr.  Burrage  of  Boston,  who  publishes  the  remote  results  of  71  cases 
of  the  Alexander  operation,  and  of  71  cases  of  ventrosuspension  as 
far  as  obtainable  and  speaks  in  an  unbiased  manner.  He  says  that 
the  two  Alexander  incisions,  in  the  groins,  in  a  year  show  very  much 
less  than  a  small  incision  in  the  median  line.    That  is  true. 

With  reference  to  adhesive  bands,  I  dare  say  any  one  of  the  gen- 
tlemen here,  if  he  had  a  patient  and  knew  such  a  band  had  arisen  from 
some  pathological  process,  would  advise  that  patient  to  have  it  re- 
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moved.  Fortunately,  ileus  does  not  occur  very  frequently  after  this 
operation.  I  believe  eight  cases  of  intestinal  obstruction  have  been 
reported,  and  the  one  mentioned  by  Dr.  Williams  to-night  makes  nine. 

I  have  heard  the  statements  made  by  numerous  advocates  of  vaginal 
and  other  ventral  operations  for  this  purpose  over  and  over  again, 
saying  in  substance :  "I  have  done  this  or  that  operation  so  many 
times,  and  my  patients  have  gone  on  and  are  all  right."  What  does 
that  mean?  Anything?  Let  the  gentlemen  go  and  do  as  I  did — 
search  every  single  case  in  a  series,  examine  it  and  report  the  facts. 
I  defy  any  one  to  show  as  good  final  results  of  any  other  operation  as 
have  been  obtained  by  Edebohls,  Stacker,  Burrage,  myself  and  others, 
by  following  this  method.  Such  results  cannot  be  secured  by  any 
purely  vaginal  or  other  abdominal  method  of  treating  these  cases. 

In  reference  to  the  remarks  of  Dr.  Ries,  the  several  cases  of  pro- 
lapse of  ovaries  which  occurred  in  the  practice  of  Prof.  Sanger  were 
not  doubtful.  Sanger  states  that  the  patients  did  not  have  descensus 
ovarii  before  the  operation,  but  that  the  operation  itself  induced  it. 
But  that  is  not  the  chief  reason  for  the  Alexander  operation  as  stated 
by  Dr.  Ries.  The  most  important  reason  for  operating  through  an 
inguinal  incision  is  that  it  is  the  only  way  we  can  do  an  operation 
without  harm,  and  that  will  stand,  as  I  expressed  it  in  my  paper,  the 
double  test  of  pregnancy.  In  no  case  has  this  shortening  of  the 
round  ligaments  in  their  natural  channels  caused  any  considerable  em- 
barrassment to  gestation  or  complication  in  labor.  In  thirty  (30) 
cases  of  Alexander  operation,  that  were  not  primarily  failures,  such 
as  need  not  occur  again,  pregnancy  was  subsequently  encountered  once 
or  twice,  and  in  no  case  did  the  displacement  recur  after  this.  I  chal- 
lenge any  of  the  gentlemen  who  do  ventrofixation  and  ventrosuspen- 
sion,  or  vaginal  shortening  of  round  ligaments,  to  investigate  every 
single  one  of  their  cases  after  years  and  publish  the  status  of  them 
after  labor,  as  the  disciples  of  Alexander  have  done.  It  will  be  time 
then  for  them  to  speak!  The  Germans  were  very  slow  in  attacking 
these  cases  by  the  inguinal  route.  But  now  it  is  the  preferred  method 
in  at  least  half  of  all  the  principal  hospitals. 

In  justice  to  Dr.  Ries,  I  will  say  that,  after  having  had  a  con- 
versation with  him,  I  am  more  or  less  familiar  with  his  method  of 
shortening  the  round  ligaments  by  the  vagina,  but  as  he  cannot 
strengthen  the  weakest  point  in  each  ligament,  I  apprehend  that  in 
five  or  ten  years  from  now  it  will  be  found  that  his  operation  will 
not  stand  the  test  of  a  simple,  ordinary  Alexander  operation  properly 
done. 
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I  am  not  the  only  man  who  believes  that  better  results  can  be  ob- 
tained by  the  method  I  have  described,  but  I  have  mentioned  the  work 
of  four  men  who  are  more  extensive  operators  than  myself  as  showing 
the  value  of  the  inguinal  route  in  shortening  the  round  ligament. 

My  operation  is  borne  much  better  than  regular  ventral  celiotomies. 
It  does  not  require  too  much  time,  as  was  stated;  especially  as  it  af- 
fords a  permanent  cure  and  not  merely  a  temporary  help  until  the 
next  labor.  Suppuration  has  occasionally  occurred,  chiefly  owing  to 
too  tight  suturing,  but  it  has  never  detracted  from  the  favorable  posi- 
tion of  the  organs,  which  I  also  feared. 

To  Dr.  Ferguson  I  would  reply  that  I  had  performed  this  my  opera- 
tion in  this  way  some  forty  times  at  least  before  he  said  anything  about 
his  hernia  method.  I  thought  it  was  Bassini's,  but  it  may  be  my  own 
instead. 

Dr.  Reuben  Peterson  :  I  want  to  say  in  behalf  of  myself  and  pos- 
sibly of  the  other  speakers,  that  possibly  all  of  the  gentlemen  who 
have  spoken  have  endeavored  to  keep  track  of  their  cases.  I  remem- 
ber distinctly  that  my  inaugural  thesis  before  this  Society  dealt  with 
ventrosuspension,  and  while  I  did  not  have  the  opportunity  at  that 
time  to  verify  the  results  of  all  of  my  cases,  I  wrote  personal  letters 
to  and  examined  seventeen  cases  and  reported  the  results  of  those 
examinations,  made  by  myself  and  other  operators,  where  I  could 
not  see  the  patients  myself.  The  results  were  published,  and  I  shall 
be  glad  to  give  Dr.  Goldspohn  a  reprint  presenting  favorable  scientific 
evidence  on  the  other  side.  To-day,  as  it  so  happened,  I  wrote  a  letter 
to  a  doctor,  who  wrote  me  three  days  ago  saying  that  a  patient  on 
whom  I  had  done  a  ventrosuspension  had  been  confined;  that  he  had 
attended  her  during  the  confinement,  and  that  she  had  symptoms  ot 
a  post-partum  haemorrhage.  I  told  him  that  it  was  quite  necessarv 
for  me  to  know  the  results  of  my  operations,  and  that  I  would  be 
obliged  if  he  would  kindly  give  me  the  facts  in  regard  to  how  the 
woman  suffered  during  labor,  if  she  did  at  all,  and  what  he  thought 
caused  the  post-partum  haemorrhage.  When  I  receive  a  reply  from 
him,  I  shall  be  glad  to  present  the  facts  to  the  Society. 

Dr.  Ferdinand  Henrotin:  I  have  reported  the  results  of  many 
laparotomies,  and  in  these  operations  I  shortened  the  round  ligaments 
intra-abdominally.  I  do  not  think  Dr.  Goldspohn  or  any  other  man, 
so  far  as  I  know,  keeps  more  careful  and  better  records  than  myself 
of  all  my  work.  I  am  constantly  writing  letters  about  certain  cases 
that  I  have  lost  sight  of ;  I  am  constantly  examining  patients  that  I 
have  operated  on  by  this  and  other  methods,  and  I  can  say  that  several 
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of  my  patients  have  passed  through  pregnancy  at  term  and  their  uteri 
are  in  their  normal  position  at  present. 

Dr.  Goldspohn  (replying  to  Dr.  Henrotin)  :  If,  in  my  previous  re- 
marks, I  offended  Dr.  Henrotin  or  any  of  the  other  members,  I  beg 
their  pardon.  During  a  discussion  I  sometimes  become  excited  and 
my  statements  may  seem  a  little  harsh,  but  I  assure  you  I  did  not  in- 
tend to  be  personal. 
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